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Approval Notice |

DEPARTMENT OF HEALTH & HUMAN SERVICES

Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop 52-14-26 CRNTTRE FOR MITRCARE & SERICANY seavalis

Baltimaore, Maryiand 21244-1850

Date; 10/17/2018 ;
Head of Agency: Elizabath Roberts |
Title/Dept : Secretary of Health and Human Services
Address 1; 74 West Road

Address 2)

City : Cranston

State. Ri

Zip: 02920
MACPro Package ID: RIZ018MS0O0070 7 i
SPA ID: RI-18-0009 . ;
Subject

Approval Notification

Dear Elizabeth Roberts

This is an informal communication that will be followed with an official communication to the State's Medicaid Director,

The Centers for Medicare and Medicaid Services {CMS) is pleased to inform you that we are recommending approval far your reguiest for

Approval
”R.e.véew.abie Unit - .Effecti\..'e.li).ate
Health Homes Intro B 712018
Health Homes Geogr;phic Limitations . 72018
Health Homes Population and Enrc.)!lr;'sent .Cr‘terta 772018
Health Homes Providers . . o 7208
Haalth Homes Service Delivery System-s - 7111218
Health E;It.J;nes. Payment Methodologies . 72018
Health Horﬁéé Services . 71 /50‘18
Health Homes Monitoring, Quality Measurer.ﬂeﬁé and E..valua;t.i(;n 77172018

Far payments made to Health Homes providers under this new Health Homes Program submission package a medical assistance percentage (FMAP) rate of 90%
applles to such payments for the pariod 7/1/2018 to 6/30/2020.

Corrections: Replace Elizabath Roberts with Secretary Beane (State needs to update their system profile) and 90% FMAP is not avallable as this is not a new
Health Homes SPA and has already used the full 8 quarters of enhanced match.

A full approval letter will e sent in hard copy under separate cover.

Sincerely,

Miite Nardone

Mr.

Approval Documentation

Name Date Created

Ri 18-009 app let.final 10/25/2018 12:05 PM EDT
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Submission - Summary

MEDICAID | Medicaid Soate Plan | Health Homes | REZO1SMEND070 | RIT8-0009 | CEDAR Health Homes

Package Header

Package ID  RIZ018MSQ0070 SPAID RI-18-0009
Submission Type Oifidial tnitial Submission Date 8/7/2018
Approval Date 10/17/2018 Effective Date N/A

Superseded SPAID N/A

State Information

State/Terrtory Name: Rhode island Medicaid Agency Name: FExecutive Office of Health and Hurnan
Services

Submission Component

% State Plan Amendmaeant £ Medicaid

HCHIP

htips://macpro.cms.govisuitetempo/records/itemAUB9Co0jznkfJLyQF 324 HpigJnj52bPluguPmBA3SEERLjpHLT T zIPmiodocFys 1uBF a4zpBF G4a3P8...  3/35
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Submission - Summary
MEDICAID | Medicaid State Plan | Health Hontes | RIZ0T8MSC0070 | RI-18-0004 | CEDAR Health Homes

Package Header

Package ID RI2018MS00070 SEAID RI-18-0009
Submission Type Official initial Submission Date 8/7/2018
Approval Date 10/17/2018 Effective Date N/A

Superseded SPA ID  N/A

SPA ID and Effective Date

SPAID RI-18-0009
Reviewable Unit Propased Effective Date Superseded SPAID

No items availabie
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Submission - Summary
MEDICAID | Medicald State Plar | Health Homses | RIZ0T8M500070 | RI-18-0009 | CEDAR Haalth Homeas

Package Header

Package ID  RIZ018MSC0G70 SPAID RI18-000%
Submmission Type Official Initial Submission Date 8/7/2018
Approval Date 10/17/2018 Effective Date N/A

Superseded SPA ID N/A

Executive Summary

Summary Description including  Cedar Health Homes are designed for Medicaid recipients under the age of 21 who meet the followlng criteria are eligible
Goals and Objectives for Cedar Services: 1) Suspected of having a severe mental illness, or severe emotional disturbance, 2) Suspected of having

twao or more of the following chronic conditions Mental Health Condition, Asthma, Diabates, Developmental Disabilities,
Down Syndrome, Mental Retardation, or Seizure Disorders; or 3) has cne chronic condition listed previously and is at risk
of developing a second.
Cedar Famify Centers are designed to provide a structured system for facilitating the assessment of nead for, and referral
to, evidence based medically necessary service that may be available for children pursuant to federal EPSDT requirements,
and referrals to community based services and supports that benefit the child and family. Cedar Family Center Health
Homes operate as "Dasigriated Providers" of Health Home Services. The CHH Team will consult, coordinate and collabarate
on a regular basis with the chikd's Primary Care Physician/Medical Home and with other providers providing treatment
services to that child. Cedar Family Centers, by Standard, provide all services in a patient and famlly centered manner,

Cedar Family Canters aim to connect children and their families with appropriate, evidence based medically necessary
services, and to empower and build a family's skills to successfully navigate systems of cate and advocate for their
child{ren} and family.

Beginning Juty 1, 2018, Cedar Famlly Services will be carved into the Managed Care contracts and will no longer be pald
through FFS only. Cedar Family Services will now be avallable through both Fee-For Service and Managed Care Delivery

Systems.

Federal Budget impact and Statute/Regulation Citation

Federal Budget Impact

rederal Fiscal Year Amount
First 2018 0

Second 2019 0

Federal Statute / Regulation Citation

Section 2703 of the Patient Protection and Affordable Care Act of 2010

Supporting documentation of budget impact is uploaded {optional).

Name Date Created

No items available

https://macpro.cms.govisuite/tempolrecords/fitemAUBICo0jznikfJLyQFaZ4HpigJnib2bPluquPmBA3SEERLAjpHL TrlziPmikxkxFys 1uBFadzpBFG4a3F8...  5/35
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Submission - Summary
MEDICAID | Medicaid state Plan | Héaith Harses | RIZOIBMS00070 | RI-18-0068 | CEDAR Heaith Homes
Package Header

Package D RI2018MS00070 SPAID  RI-18-0009
Submisslon Type Official Initial Submission Date 8/7/2018
Approval Date 10/17/2018 Effective Date N/A

Superseded SPAID  N/A

Governor's Gffice Review

<7 No comment Describe This amendment has not been

' Comments received reviewed specifically with the

Governor's Office. Under the Rhode

Island Medicaid State Plan, the

25 Other Govarnor has elected not to review the

detalls of state plan materlals,
However, in accordance with Rhade
istand law and practice, the Governor is
kept apprisad of major changes inthe
state plan.

”: No response within 45 days

https:lfmacpro.cms,gow’suiteitempolrecords.'itemflUBQCoDjznkaLyQF924Hpqunj52bPIuunmBABSEERLdijLTrJzIPmkxkxFys1uBFa4zpBFG4aSF’8.‘. 6/35



11712018 Medicaid State Plan Print View

Submission - Medicaid State Plan

MEDICAID | Medicaid Srate Plan | Heaith Hotves | RIZ018MS00070 | RI-18-0005 | CEDAR Health Homes
CRS-10424 OB 09281184

The submission includes the following:

i1 Administration

T Eligibllity

T Benefits and Payments
" Health Homes Program

i Create new Health Homes program

7 Amend existing Health Homes program
" Terminate existing Health Homes program

¥ i Copy from existing Health Homes
program
{7 Create new program from bizank
form

* Name of Health Homes CEDAR Heslth Homes
Program:

https://macpro.cms.gov/suite/tempo/racords/item/UB9C o0jznkfJLyQF9Z4HpigJnj5 2bPiuquPmBA3SEER LdjpHLTriziPmkxkxFys1uBFa4zpBFG4a3P8...  7/35
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Submission - Public Comment

MEDICAID | Medicaid State Plan | Haalth Homas | RI2018M500070 | RI-15-000% | CEDAR Health Homes

Package Header

Package 1P RI2018MS00070 SPAID RI-18-G009
Submissian Type Official Initial Submission Date 8/7/2018
Approval Bate 10/17/2018 Effective Date MN/A

Superseded SPA 1D N/A

Name of Health Homes Program
CEDAR Health Hormnes

indicate whether public comment was solicited with respect to this submission.

73 Public notice was not federally required and comment was not sclicited

<"+ Public notice was not federally required, but comment was solicited
Public notice was federally required and comment was solicited
indicate how public comment was salicited:

™ Newspaper Announcement

[ Publication in state's administrative record, In accordance with the administrative procedures requirements

{7 Email ta Elactronic Mailing List or Similar Mechanism Date of Email or other electronic jun 29, 2018
notification;

Description of mailing fist, in  Stakeholders, providers, and sister state
particufar parties and agencies
organizations included, and, if
not emali, description of similar
mechanism used:

£ Website Notice
Ehere Select the type of website

™ Wabstte of the State Medicaid Agency or Responsible Agancy
Date of Posting: jun 29, 2018

Website URL: httpi/swww.echhs.rigowReferenceCent
er/iedicaidStatePlanandl 11 5Waiver/S
Phandt115WeiverChanges.aspx

Website for State Regulations

i Other
Pubic Hearing or Meeting
QOther methad
Upload copies of public notices and other documents used
Name Date Created
18-009 Interasted Partles - Cedar In-Plan_6.28.18 8/7/2018 2:58 PM EDT &
18-002 Notice to Public - Cedar In-Man_s.29.18 87712018 2:58 P EDT &

Upload with this application a written summary of public comments received (optional)

Name Date Created

No items available

Indicate the key issues raised during the public comment period (optional}

it Access

TQuality

i _iCost

I IPayment methodoiogy

htips://macpro.cms.gov/suite/tempolrecords/itemAURSCo0jznki Ly QF9Z4Hpignj52bPluguPmBA3SEERL djpHLTrzIPmkxkxFys TuBFadzpBF G4a3Pa. . 8/35




1/17/2019 Medicaid State Pian Print View

7 Etigibility

I Benefits

I service defivery

1t Other issue

hﬁps:Hmacpro.Gms.gowsuiteltempolrecordsIitemIIUBQCosznkaLyQF924Hpqun]52bPququBA35EERLdjpHLTrJzEPmkxkxFys1uBFa4zpBFG433P8... 9/35
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Medicaid State Plan Print View

Submission - Tribal Input

MEDICATD | Mediraid State Plan | Health Hames | R2ZO1BMSD0070 | RI-18-0002 | CEDAR Healdy Homes

Package Header

Package 1D Ri2015MS00070 SPAID RI-18-0009
Submission Type Official Initiak Submission Date 8/7/2018
Approval Date 10/17/2018 Effective Date N/A

Superseded SPAID N/A

Name of Health Homes Program

CEDAR Health Hornes

One or more Indian health programs or Urbar Indian Organizations
furnish health care services in this state

This state plan amendment is likely te have a direct effect on Indians,
Indian health programs or Urban Indian Organizations

™" The state has solicited advice from
indian Heaith Programs and/or
Urban Indian Organfzations, as
required by section 1902{a)(73) of
the Social Security Act, prior to
submission of this SPa

Complete the following information regarding any solicitation of advice and/or tribal consultation conducted with respect to this submission:

Solicitation of advice and/or Tribal consultation was conducted in the following manner:

" All Ingian Health Programs

Date of solicitation/consuitation: Method of solicitation/consultation:

6/25/2018 Emaif and USPS

1 _PAll Urban Indian Organizations

States are not required to consult with Indian tribal governments, but if such consultation was conducted voluntarily, provide information about such
consultation below:

™ All Indtan Tribes

The state must upload copies of documents that support the solicitation of advice in accordance with statutory requirements, including any notices
sent to indian Health Programs and/or Urban indian Organizations, as well as attendee lists if face-to-face meetings were held. Also upload
documents with comments received from indian Health Programs or Urban Indian Organizations and the state's responses to any issues raised,
Alternatively indicate the key issues and summarize any comments received below and describe how the state incorporated them into the design of
its program.

Name Date Created

18-009 Tribal Notification 18-010_6,28.18 BF7/2018 2:23 PM EDT §
Indicate the key issues raised (optional)
Arcess

Quiality
Cost

™ Payment methodology

igibility

i Benefits

i Service delivery

™ Other issue

https://macpro.cms.gov/suite/tempo/records/item/AUBSCo0jznkfiLyQF 8Z4Hpigdnj52bP luquPmBAISEERLAjpHLTrzIPmikxkxFys 1uBFa4zpBF G4a3P.,.  10/35
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Submission - Other Comment

MEDICAID | Medicaid State Plan | Health Homnes | RIZOTBMSGO07C | R-I8-0008 | CEDAR Health Homes

Package Header

Package ID RI2018MS00070 SPAID R-18-0009
Submission Type Official Initial Submission Date 8/7/2018
Approval bate 10/17/2018 Effective Date N/A

Superseded SPA 1D N/A
SARMHSA Consuitation

Name of Health Homes Program

CEDAR Health Bomes Date of consultation

" The State provides assurance that it has consulted and coordinated with 4121/2011
the Substance Abuse and Mentat Health Senvices Administration {SAMHSA)
in addressing ssues regarding the prevention and treatmant of mental
illness and substance abuse among eligible individuals with chronic
conditions,

https:llmacpm.cms.gmn'suiteltempolrecordsfitemllUBQCOsznkaLyQFQZ4Hpqun1'52bP1uqquBASSEERLdijLTrJzIPmkxkxFys1uBFa4zpBFG4a3P... 11/35



111712018 Medicaid State Plan Print View

Health Homes Intro

MEDICAID | Medicaid State Plan | Health Rorsas | RIZD1EMS00070 | RH1&000% | CEDAR Health Homes

Package Header

Package ID RI2018MS00070 SPA D RI-18-0009
Submission Type Official Initial Submission Date &/7/2018
Approval Date 10/17/2018 Effective Date 7/1/2018

Superseded SPAID N/A

Program Authority

1945 of tha Sodal Security Act
The state elects to implement the Health Homes state plan option under Section 1945 of the Social Security Act.

Mame of Health Homes Program
CEDAR Health Homas

Executive Summary

Provide an executive summary of this Health Homes program Including the goals and objectives of the program, the population, previders, services
and service delivery inodel used

Data conversion from previous Medicaid Model Data Lab.

Supersedes Transmittal Mumber:11-006

Transmittal Number:16-0001

This State Plan Amendment is in Attachmant 3.1-H(14) of the State Plan, except for the Payrent Methodologies saction, which is in Attachment 4.18-B(TN 09-004)
of the State Plan

Medicald recipients under the age of 21 who meet the following criteria are eligible for Cedar Services: 1) Suspected of having a severe mental illness, or severe
emotional disturbance, 2) Suspected of having twa or more of the following chronic conditions Mental Health Condition, Asthma, Diabetes, Developmentat
Disabilities, Down Syndrome, Mental Retardation, or Seizure Disorders; or 3} has one chronic condition listed previously and s at risk of developing a second.
Cedar Family Centers meeting the Health Homes criteria as established by the State in consultation with CMS will be certified by the State as Health Home
providers, Fligible clients are free to choose from any Cedar Family Center to receive services, Cedar Family Centers are deslgned to provide a structured system
for fadlitating the assessmant of need for, and referral to, evidence based medically necessary setvice that may be avaliable for children pursuantto federat
EPSDT requirements, and refarrals to community based services and supports that benefit the child and family, Cedar Family Center Health Homes will operate
as a "Designated Provider of Health Home Services. The CHH Team minimaliy consists of a Licensed Clinician and a Family Service Coordinator, The CHH Team
wilf consult, coordinate and collaborate on a regular basis with the child's Primary Care Physician/Madical Home and with other providers providing treatment
services ta that child. Medical Specialists and other Medical professionals will be Included an the CHH Team based on the unique needs of each enrolled child.
Cedar Famity Centers, by Standard, provide all services in a patient and family centered manner.

Cedar Famity Centers aim to connect children and thelr families with appropriate, evidence based medically necessary services, and to empower and build a
family's skills to successfully navigate systems of care and advocate for their child{ran) and family.

Beginning July 1, 2018, Cadar Family Services will be carved Into the Managed Care contracts and will no longer he patd through FFS only. Cedar Family Services
will now be available through both Fee-For Service and Managead Care Delivery Systems,

General Assurances ,

" The state provides assurance that eligible individuals will be given a free choice of Health Homes providers.

The states provides assurance that it will not prevent individuals who are dually eligibe for Medicare and Medcaid fram receiving Health Homes services.

™ The state provides assurance that hespitals participating under the state plan or a walver of such plan will be Instructed to establish procedures for referring
eligible individuals with chronic conditions who seek or need treatment in a hospital emergency department to designated Health Homes providers,

™ The state provides assurance that FMAP for Health Homes services shall be 90% for the first eight fiscal guarters from the effective date of the SPA, After the
first eight quarters, expenditures will be claimed at the regular matching rate.

™ the state provides assurance that it will have the systems in place so that only ane 8-quarter pericd of enhanced FMAP for each health homes enrollee will be
claimed.

I The state provides assurance that there will be no duplication of services and payrent for similar services provided under other Medicaid autharities.

https://macpre.cms.gov/suite/tempo/records/itemAUBICo0jznkfILyQF 924 Hpigdnj52bPluquPmBA3SEERLdjpHLTrlzIPmiokxFys iuBFa4zpBFG4a3P...  12/35
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Health Homes Geographic Limitations

MEDICAID | Medicaid State Plan | Health Homias | RIZ618MS0007C | Ri-18-000% | CEDAR Health Homes

Package Header

Package ID RIZ018MSQ0070 SPAID RI-18-0009
Submission Type Official Initial Submission Date 8/7/2018
Approval Date 10/17/2018 Effective Date 7/1/2018

Superseded SPAID N/A

£+ Health Hornes services will be available statewide
s Health Homes services wilf be limited te the following geographic areas

7 Health Hames services will be providad in a geographic phased-in approach

https:/fmacpro.cms. govisuite/tempolrecards/item/UBICo0jznkfiLyQF9Z 4Hpiqdni5 20PluquPmBA3ISEEREdjpHLTrzIPmkxkxFys TuBFa4zpBFG4a3P...  13/35
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Health Homes Population and Enroliment Criteria

MEDICAID | Medicaid State Man | Health Homes | RIZ0TBMEGD070 | RI-18-004% | CEDAR Health Homes

Paclage Header
Package |D RI2018MS00070
Submission Type Official
Approval Date 10/17/2018
Superseded SPAID N/A

SPAID RI-18-0009
Initial Submission Date 8/7/2018

Effective Date 7/1/2018

Categories of Individuals and Populations Provided Health Homes Services

The state will make Health Homes services available to the following categories of Medicaid participants

" Categarically Needy {Mandatory and Options for Coverage) Eligibility Groups

I Medically Needy Eligibiitty Groups

Mandatory Medically Needy
I Medically Needy Pregnant Womean

i Medically Needy Chlldren under Age 18

Optional Medicaliy Neady {select the groups inciyded in the population}

Families and Adults

" Medicalty Needy Children Age 18 through 20

" Medically Needy Parents and Other Caretaker Relatives
Aged, Blind and Disabled

i Medically Needy Aged, Blind or Disabled

I Medically Needy Blind or Disabled individuals Eligible in 1973

https:I.'macpro.cms.govlsuiteitempolrecordslitemIIUBQCanznkaLyQFQZ4Hpqunj52bPluquF'rnBASSEERLdijLTrJz!PmkxkxFys1uBFa4zpBFG4aGP... 14135
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Health Homes Population and Enroltment Criteria
MEDICAID | Medicaid State Plan | Hesith Homes | RIZGTEMSOOU7) | R-18-0008 | CEDAR Health Hornes
Pacikage Header

Package ID RiZDIBMS00070

SPA D RI18-0003

Submissian Type
Approval Date

Superseded SPAID

Official Initial Submission Date 8/7/2018

10/17/2018

NAA

Effective Date 7/1/2018

Population Criteria

The state elects to offer Health Homes services to individuals with

" Twe or more chronic conditions specify the conditions included

" Mental Health Condition

Substance Use Disorder

Asthma

Diabetes

i+ Heart Disease
Bidi over 25
I Other (specify)

Name Description

Developmental Disabiiity Developmental Disability

Down Syndrome Down Syndromme

Mental Retardation Mental Retardation

. Sefzure Disorders

™ One chronic condition and the risk of developing another Specify the canditions included

™" Mental Health Condition

: Substance Use Disorder
. Asthma
{_ Diabetes

| iHeart Disease

BMl aver 25
Other {specify)

. Name Descriptien

Developmental Disability Developmental Disability

Down Syndrome Down Syndrome

Mental Ratardation Mental Retardation

Sefzure Disorders Seizure Disorders

Specify the criteria for at risk of developing another chronic condition

Cedars will review medical records and collaborate with other service
providars to assess if there Is any evidence of risk factors present (such as
meeting developmental milestones, activity level, weight, family history etc.).
For Individuals enrclied in managed care, designated care managers may also
collaborate with Cedars, or refer children for assessment. Cedars lock at the
child's clinical and treatment history to get an idea of their overall progress

and functioning as well as the child and family's ability to engage in treaiment.

Overall family functioning plays a major role in determining family and
environmental risk factors that could play into future dinical needs, For
instance, a family history of substance abuse or mental heaith needs may put
the child at risk for other medical and behavioral health needs (L.e. a parent

who struggles with their own mental health needs may have difficufty
following thraugh with OT recommendations which may lead to increased
medical problems and the need for mare involved therapy)

https:#/macpro.cms.gov/suite/tempo/records/fitemAUB9C o0jznkf) LyQF 97 4Hpiginj52bPiuquPmBA3SEERL djpHLTrzIPmkxkxFys1uBF a4zpBF G4a3P. ..
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Medicaid State Plan Print View

™™ One serious and persistent mental health condition

Medicaid !‘ecipieﬁfé"\)\}ﬁ'c‘:”h'ié'ét the faliowing criteria are eligibié for Cedar

Services:

o Suspected of having a severe mental iliness, or severe emotianal
disturbance

o Suspected of having two or more chronic conditions as listed below:
Mental Health Condition

Asthma

Diabetes

Deveioprental Disabilities

Daown Syndrome

Mental Retardation

Selzure Disorders

Has one chronic condition listed abave and is at risk of developing a
second

o 00 00000

Specify the criteria for a serious and persistent mental health condition

As defined by SAMMSA, "Serious Emotional Disturbance {SED} is used to refer
to children and youth who have had a diagnosabie mental, behaviaral, or
emotional disorder in the past year, which resulted in functional impatrment
that substantlally interferes with or limits the child's role or functioning in
family, school, or community activities.”

https://macpro.cms.gov/suite/tempo/records/itemAUBOCo0jznkfJLyQF9Z4Hpigdnj52bPluguPmBASSEERLdjpHLTr zIPmiokxFys1uBF a4zpBF G4a3P...  16/35
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Health Homes Population and Enroliment Criteria
MEDICAID | Medicaid Sate Plan | Heslth Homes | RI2SMS0O070 L RI-18-6008 | CEDAR Hed

Package Header
Package ID R{2018MS00070
Submission Type Official
Approval Date 10/17/2018
Superseded SPA ID N/A

Enrcliment of Participants

Participation in a Health Homes is voluntary. Indicate the method the
state will use to enroll eligible Medicaid individuals inta a Health Home

i Opt-In to Health Homes provider
i Referral and assignment to Health Homes provider with opt-out
i Other {describa)

Medicaid State Plan Print View

h Homaes

SPAID RI-18-0009
Initial submission Date 8/7/2018
Effective Date 7/1/2018

Pescribe the process used

Families may access a Cedar Family Center through self-referral or by other
referral sources, including s Primary Care Physician, a Health Pian or other
providers, The enrollment process does not differ across dalivery systems, For
individuals enrolled in managed care, designated care managers may also
collaborate with Cedars, or refer children for assessment. Whan these sources
initiate the referral, the Cedar Family Center must contact the family within
ten (109 calendar days of referral. Cedar shall document atiempts made to
reach the family and response o the referral source.

Afamily may choose to use a Cedar Family Center for assessment of needs,
referral, and care coordination. The Cedar staff will assist the Tamily in
Identifying and coordinating services and supports. Tha Cedar staff will work
with the family to support efforts to gain access to needed setvices and to
track receipt of services,

Cedar Services are voluntary and the family ray opt out at any time. Famities
may choose any ceriified Cedar Family Center, Families consent to treatment,
in writing, with the Cedar Famlly Center af their choasing.

hitps:/macpro.cms.govisuiteltempoirecords/itemAUBICo0jznkfLyQF 9Z4HpigJnj52bPluguPmBA3SEERLdjpHLTT zIPmkokxFys TuBFadzpBF G4a3P...
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Health Homes Providers

MEDICAID | Medicaid State Plan | Health Hornes | RIZ018MS00072) | RI-18-00068 | CERAR Health Homes

Package Header

Package 1D RI2018MS00070 SPA D Ri-18-0009
Submission Type Official Initial Submission Date 8/7/2018
Approval Date 10/17/2018 Effective Date 7/1/2018

Superseded SPA ID  N/A

Types of Health Homes Providers
i Designated Providers
Indicate the Health Homes Designated Providers the state inciudes in its

program and the provider gualifications and standards

Physicians

Clinical Practices or Clinicsl Greup Practices

i Rural Health Clinics

Community Health Centers

™ Comrunity Mental Health Centers

Home Health Agencies

™ Case Management Agencles
pPescribe the Provider Qualifications and Standards

Cedar Family Centers reguire Rl staie certification by the Executive Office of
Health and Human Services (FOHHS) and must follow the EOBHS Practice
Standards established for Cedar Family Centers. Link to updated standards:
http:/fwww.eohhis.ri.gov/Portals/0/Uploads/Documents/ProviderManuals/Ced
arCertStds.pdf

{73 Community/Behavioral Health Agencies

[“irederally Qualified Health Centers (FQHO)

. Other (Specify}

" Teams of Health Care Professionais

¢ _1Health Teams

Bravider Infrastructure

Describe the infrastructure of provider arrangements for Health Home Services

Dasignated Providers as described in Saction 1945(h)(5)

Cedar Family Centers meeting the Health Homes eriteria as established by the State in consultation with CMS will be certified by the State as Health Home
providers. Cedar famlly centers currently operate under Certffication Standards established by the State. Certification Standards have been amended as required
o ensure they maet Health Home reguirements, Eligible clients are free to choose from any Cedar Family Center to receive services. Cedar Family Centers are
designed to provide a structured systemn for facilitating the assessment of need for, and the provision of high quality, evidence based medically necessary service
that may be available for children pursuant to federal Early and Perfodic Screening Diagnosis and Treatment (EPSDT) requirements, as well as referrals to
community based services and supports that benefit the child and family. Cadar Family Center Health Homes wilt operate as a "Dasignated Provider" of Health
Home Services. All Cedar Family Centers empioy Independently licensed heaith care professional such as; Psychalogists licensed Independent Clinical Sodial
Workers Masters Leval Registersd Nurses, or licensed Marriage and Family Therapists; Cedar Femily centers alsc empioy staff trained to provide care
coordination, indlvidual and family support and other functions expected from a health home. The CHH Team minimally consists of 2 Licensed Clinician and a
Family Service Coordinator, The CHH Team will consult, coordinate and colizborate on a reguiar basls with the child's Primary Care Physictan/Medical Home and
with ather providers providing treatment services to that child. Medical Specialists and other Medical professicnals will be induded on the CHH Team based on
the Unique needs of each enralled child. Cedar Family Centers, by Standard, provide ali services in a patient and family centered manner.

Supporits for Health Homes Providers

Describe the methads by which the state wifl support providers of Health Homes services in addressing the following components

1. Provide quality-driven, cost-effective, culturaily appropriate, and person- and farnily- centered Health Homes services
2. Coordinate and provide access to high quality health care services informed by evidence-based ciinical practice guidelines
3. Caordinate and provide access to preventive and health promotion services, including prevention of mantal iliness and substance use disorders
4, Conrdinate and provide access te mental health and substance abuse services
5, Coordinate and provide access to comprehensive care management, care coordinatlon, and transitional care across settings, Transitional care includes
approprlate foliow-up from inpatient te ather settings, such as pattitination in discharge pianning and facilltating transfer from a pediatric to an adult
ystern ofhealth-care

6. Coordinate and provide access to chranic disease management, including self-management support to individuals and their families
7. Coordinate and provide access to individual and family supports, including referral to community, soctal support, and recovery services
8, Coordinate and provide access to long-term care supports and services

https:Ilmacpro.cms.govlsuiteftempolrecordslitemllUBQCosznkaLyQF924Hpqunj52bF‘|uqquBASSEERLdijLTrJzIPrnkxkxFys1uBFa4zpBFG4a3P... 18/35
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8. Deveiop a person-centé'i‘é&'(‘:'a'r:é”plan for each individual that coot dinates and Integrates all of nis or by
and services
10, Deronstrate a capacity to use health information technclogy to fink services, facilitate communication among team members and between the health
team and individual and family caregivers, and provide feedback to practices, as feasible and appropriate
11. Establish a continuous quality improvemnent program, and collact and repart on data that permits an evaluation of increased coordinaticn of care and
chronic disease management on individual-level ciinical outcomes, experience of care outcomes, and quality of care autcomes at the population level

care related needs

Description

Technical assistance is offered to providers through manthly site visit meetings, Topics of discussion include; developrment of new informational matarials-
autreach efforts, code and dlagnosts for billing, Kidsnet, billing segments, crisls plan development, Professional Devalopment system (care coordination planning
commitiee), Rl Community Health Team coflaboration, PCP and Health Plan coordination, Kidsnet- user roles and data sharing, hearings and complaints,
FCCP/DCYE invoived families, colisboration with direct service providers, performance measures/outcomes measures, and the Commen Referral Tool.

The freguency of Jearning collaboratives vary, but are typically held at feast twice annually. The jearning collaharatives provide Cedars with an opportunity to
learn best practices in various areas such as care coordination, integration of HIT, population health management, behavioral health, patient engagement, efc.
Learning coliabaratives are not mandatary, but providers are strongly encouraged to attend.

Cedars are typically very proficient in utllizing HIT. Therefore, specific trainings on the adoption and use of HIT, such as integration with KIDSNET, will be provided
on an ad hoc basis if there is 2 need. EOHHS assesses the Cedar Health Homes upon cartification to determine readiness and identify any needs for additional
training, The information that Cedar Heatth Homas are required to provide as part of their application for certification includes, but s not limited to; organization
background irformation, organizational structure, description of program approach (Including family centeredness, cammunity focus, staff competency,
organizational capacities, ability to demonstrate relationships with provider community, scope af practice), quality improvement plan, compllance processes and
procedures, administrative and financia! systerns, independent audits, ownership and control Interests, and mechanisms for data collection and reporting of
outCome measures.

Gther Health Homes Provider Standards

The state's requirements and expectations for Health Homes providers are as foliows

Rhade Island has established Certification Standards for Cedar Family Centars and will utilize those Standards as the basis 1o certify Health Home providers. The
Standards can be found at: http:/Aaew.eahhs,ri.gov/Portals/0/Uploads/Documeants/ProviderManuals/CedarCertStds, pdf

in addition an appendix to the existing Certification Standards (Appendix Viihas been developed which relates to the Health Homes initlative the text of the
Appendix foliows:

Introduction

Sectlon 2703 of the Patient Protection and Affordable Care of 2010 afforded States the option of adding *Health Homes for Enroliees with Chronic Conditions” to
the scope of services offered to individuals receiving Medicaid by applying for an Amendment to the Ri Medicaid State Plan. This provision is an impottant
opportunity for Rhade tsland to address and receive additional Federal support for the enhanced integration and coordination of primary, acute, behaviaral
health (mental health and substance use), and long-term services and supparts for persons across the lifespan with chronic illness.

The Rhode lsland Executive Office of Health and Human Services (EOHHS), as the designated Medicald entity, submitted a reguest to the Centers for Medicare
and Medicaid Services (CMS) on August 26, 2011, to desighate Cadar Famity Centers as Health Homes for Children and Youth with Disabiiities and Chronic
cohditions,

The design of the Cedar System of Care and the Cedar Family Centers makes this a unique opportunity ta implement the principles of Section 2703 Heaith
Homas within an existing Infrastructure of providers, trained professionals and engaged stakehalders. Utilizing Cedar Family Centers as Health Home providers
allows RI to begin Implementing this program with a minimum of delay and expenditure of valusble resources.

CMS5 has issted guidelines (summarized below) to the State on required services, eligibility criteria, quality management and program evaluation. For purposes of
the Health Homes initiative all current and future Certified Cedar Family Centers will be required to abide by these requirements, in addition to the existing Cedar
Ceriification Standards as revised in 2003,

Provider Standards

As previously mentioned, the current Cedar certification standards, under which all Cedar Family Canters operate will be utilized as the Provider Standards for
Cedar Health Homes. In addition all providers of Health Home Services agree to:

o Provide quality-driven, cost-effective, culturally appropriate, and person- and family-centered health home senvices,

o Coordinate and provide access to high-quality health care services Informed by evidence-based diinical practice guidelines;

o Coordinate and provide access to preventive and health promotion services, including prevention of mental iliness and substance use disorgers;

¢ Cocrdinate and provide access to mental health and substance abuse services;

o Coordinate and provide access to comprehensive care management, care coordination, and transitional care across settings, Transitional care includes
appropriate follow-up from inpatient to other settings, such as participation In discharge planning and facilitating transfer from a pediatric to an adult system of
health care;

o Coordinate and provide access to chronic disease management, including self-management support to individuals and their families;

o Coordinate and provide access to Individual and family supports, including referral to community, secial support, and recovery services;

o Coordinate and provide access to long-termn care supports and services;

o Develop a person-centered care plan for each indlvidual that coordinates and integrates all of his ar her dlinical and non-clinical health-care related needs and
services;

o Damansirate a capacity to use health informatien technology to link services, facilitate communication among team members and between the health tearm
and Individual and family caregivers, and provide feedback to practices, as feasible and sppropriate; and

o Establish 2 continuous quality improverment program, ang coliect and report on data that permits an evaluation of increased coordination of care and chranic
disease management on individual-level ciinical autcormes, experience of care outcomes, and guality of care outcames at the population level,

¥ Establish a prototol to gather, store and transmit to the State all data elements required to fuiflll the reporting requirements of the Health Home Initiative,

Cedar famlly Centers are strangly encouraged to attend learning collaboratives, as offered, to increase thelr rollaboration and integration with the State of RI's I
patient centerad medical home initiative for children, Familles may access a Cedar Family Center through self-referral or by other referral sources, including 2 :
Primary Care Physician, a Health Plan or other providers, When these sources inftiate the referral, the Cedar Famlly Canter must contact the family within ten

{10y calendar days of referral. Cadar shall document atempts Made to reacty the Tamily and Tesponse o the referral source:

The Cedars currently receive some admissian/discharge notifications vis fax, call or emall from the medical/psychiatric inpatient facilities, To imprave upon this
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" bradess the Cadars do active outreach (o the edicalbsycRatTIc Tatien facliies to ramind the faciliies of their request to receiva admissiondischargs

notifications in order to facilitate effective transitional care.

Mame

Date Created
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WMEDICAID | Medizaid State Plan | Health Hommes | RIZ613MS00070 | RH18-000% | CEDAR Health Homes

Package Header
Package iID RIZ018M500070
Submission Type Official
Appraval Date 10/17/2018
Superseded SPAID N/A

SPAID RI-18-0009
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Effective Date 7/1/2018

Identify the service delivery system{s) that will be used for Individuals receiving Health Homes services |

™ Fee for Service

TIPCCM
I Risk Based Managed Care

The Health Plans will be a Designated
Provider or part of a Team of Health
Care Professionals

~Yes

Provide a sumimary of the contract language that you will impose on the
Health Plans in order to deliver the Health Homes services

Health Home Services:

The MCOs will be required to provide family-centered, Intensive care
management and coardination services to children. These services include the
following:

+ Compreherisive care managemeny

« Care coordination;

* Referral to community and socal support services {formal and Informall;
+ Individual and family support services;

+ Comprehensive transitional care; and

+ Health promotion

Services will focus on providing enhanced guidance and psychoeducation to
promote heaith and welinass by helping famiies understand their child's
clinical needs, health conditions, medical peeds, and/or risk and protective
factors. Care coordination is required to include in-home, hands-on support
and coaching to build a family's skills to successfully navigate systems of care
and advocate for their child{ren) and family. Services must be delivered by
nroviders who have expetience In delivering health homes in a family's ptace
aof residence/community and are trusted members of the communities where
members reside.

Network Adequacy:

MCOs are reguired to maintain and monitor a network of appropriate
providers and to demanstrate their ability to provide the requirad covered
services as outlined in the contract with EQHHS,

FCOs must consider the following when establishing and maintaining
provider networks:

» Anticipated enrollment

» Abllity te provide all enrolled Medicaid chitdren a full continuum of
kehavioral health and substance use disorder services. This must include all
levels of need,

+ Expected utilization of services

+ Numbers and types (in terms of training, experience, and specialization) of
providers

» Numbers of providers who are hot accepting new Medicaid patients

+ Geographic location of providers and members, considering distance, travel
time, and the availability of transportation

« Cultural Competency of providers and office staff,

+ Disability Competency of provicers and the physical accessibility of their
offices.

Reporting Reguirements:

The Health Plans are required to comply with all reporting requirernents
plished by EOHHS. EOHHS develaps and maintains 2 Managed Care

https:#macpre.cms. govisuite/tempolracords/temAUBSC adjznkiJLyQF 8Z4HpigJnj5 2bPluguPmBA3SEERLdipHLTrzIPmickxFys {uBFa4zpBF G4a3P...  20/35
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Reporting Caiendar that is shared with the MCCs and outlines all reguired
reporting, Any Cedar reports will be included in the Managed Care Reporting
Calendar,

Quality:

MCOs are contractually required to submit quality dats as it pertains to
EOHHS' quality sirategy. Additionally, the Health Plans make available internal
quality assurance reports, provide the results of quality improvement studies
and/or projects, and share Medicald and CAHPS results with the state. The
MCOs collect member satisfaction data at least annually.

" The State provides assurance that any coniract requirements specified in
this section wili be indluded in any new or the next cantract amendment
submitted o CMS for review.

Name Date Created
No ltemns available

The State intends to include the Health Home payments in the Health
Plan capitation rate

Assurances | The State provides an assurance
that at least annually, it wil submft
to the regional office as part of their
capltated rate Actuarial certification -
a separate Health Homes section
which outiines the following:

« Any program changes based oh
the inclusian of Health Homes
services in the health pian
benefits

+ Estimates of, or actual {base)
costs to provide Health Homes
services (including detailed 2
description of the data used for
the cost estimates)

» Assumptions on the expected

_utilization of Health Homes
services and number of eligible
baneficiaries {including detailed
description of the data used for
utilization estimates)

+  Any tisk adjustments made by
plan that may be different than
overali risk adjustrments

+ How the final capitation amount
is determined in efther a percent
of the total capitaticn or an
actual PMPM

_The State provides assurance that it
will design a reporting
system/mechanism tc monitor the
use of Health Homes services by the
plan ensuring appropriaie
documentation of use of services

will complete an annual assessment
to determine If the payments
deliverad were sufficient to cover
the costs to deliver the Health
Homes services and provide for
adjustments in the rates to
rompensate for any differences
found

™ Other Service Delivery System
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Health Homes Payment Methodologies
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Approval Bate 10/17/2018 Effective Date 7/1/2018

Superseded SPA D N/A

Payment Methodology

The State's Health Homes payment methodology will contain the following features

Fee for Service

T IPCCM (deseription included in Service Delivery section)

i Risk Based Managed Care (description included in Service Delivery section)

I Alternative models of payment, other than Fee for Service or PMPM = Tared Rates based on
nayments {describa below) i.. ltered kates pas
" 1severity of each individual's chronic
conditions

" Capabilities of the team of health
care professionals, designated
provider, or health tearm

Describe below

There are no tierad rates within the
payment methadology.

Describe any variations in
payment based on provider FFS Payment Methodology: There are
qualifications, individual care variations in payment based on
needs, or the intensity of the individual care needs. Cedar Famity
services provided Centers will receive an initial payment
of $800.00 upon completion and
submitted claims for the following
deliverabies: (1} An assessment of the
farnily; and (2) Family Care Plan, Cedar
Famity Centers will then receive a Per
Member Per Month (PMPM) of $25.00
upan submission of at least one daim
per menth totaling a minimum of one
hor of child and/or family contact
directly related to the achlevement of
action plan goals, Therefore, depending
on the ameunt and/or frequency of
care neaded, the provider may receive
additional monthly payments based on
the individual's care needs.
Managed Care Payment Methodology:
The state will inciude dollars for the
Health Home payments in the Health
Plan capitation rate, MCOs and
qualified providers will develop a
payment rate and methodology. EOHHS
will monitor access to Health Home
services in arder to ensure that MCO
rates are adeguate to establish and
maintain a robust provider network.

Provide a comprehensive description of the policies the state will use to
establish Health Homes alternative models of payment. Explain how the
methodology is consistent with the goals of efficiency, economy and
quality of care, Within your description, please explain the nature of the
payment, the activities and associated costs or other relevant factors
used to determine the payment amount, any limiting criteria used to
determine if a provider is eligible to receive the payment, and the
frequency and timing through which the Medicaid agency will distribute
the payments to providers,

Cedar Family Centers will receive an initial payment of $900.00 upon

completion and submitted claims for the following deliverables: {1) An
assessment of the family: and (2} Family Care Plan. Cedar Family Centers will
then receive a Per Member Par Month (PMPM) of $25,00 upon submission of
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atle ne claim per manth totaling a minimiim of ane hour of child and/or
family contact directly related to the achievement of action plan goats.

Twice annually, the EQHHS wilt conduct claims data reviews as well as Cedar
Record Reviews during on site record reviews to ensure that the bilied
services were delivered and that all deliverables are complete and of a high
quality. EOHHS will review a random sample of 5% of the open cases and 5%
of the ciosed cases (minkmum of ten (10) or maximum of forty {40) records).
During the record reviews, EQHHS will review the following: timeliness of
assessment, diagnosis, clinical endorsement, client/parent/caregiver
endarsement, complete compenents of an assessment, compiete
components of a family care plan, erisis planning, care coordination aligned
with family care plan, health promotion zligned with family care plan, face to
face interactions with client/family, formal and informal connections sligned
with family care plan, heaith screening (BMI, Depression screen) and Family
Satisfaction Surveys.

The EQHHS and Cedar Family Centers will establish a performance baseline
for which each Cedar will be held accountable to achieve based on data
caliected from the above mentioned Cedar Record Reviews. On a yearly basis,
if a Cedar doas not reach the establishad baseline, they may be subjeci to a
109% racoupment of funds,

https:h‘macpro.cms.gov/suiteltempolrecards]item/iUBQCosznkaLyQFQZ4Hpqunj52bPququBA35EERLdijLTr.JzIPmkxkxFys1uBFa4zpBFG4a3P... 23138
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Health Homes Payment Methodologies
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Package Header
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Submission Type Official Initlal Submission Date 8/7/2018
Approval Date 10/17/20718 Effective Date 7/1/2018

Superseded SPA D N/A

Assurances

" The State provides assurance that it will ensure non-duplication of payment for services similar to Health Homes services that are offered/covered under a
diffarent statutory authority, such as 1915(¢) waivers or targeted case management.

Describe below how non-  EOHHS will ensure non-duplicatian of payment for similar services through reguiar monitoring of the State of R MMIS
duplication of payment will be system which employs system edits that ensure nan-cuplication.
achieved

" The state has develaped payment methodologies and rates that are conslstent with section 1902(a)}30)A).

™ The State provides assurance that all governmental and private providers are reimbursed according to the same rate schedule, umiess otherwise described
above.

™ The State provides assurance that it shall reimburse providers directly, except when there are employment or contractual arrangaments consistent with
section 1902(a)(32).

Optional Supporting Material Upload

MName Date Created

No items available
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Health Homes Services
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Approval Date 10/17/2018 Effective Date 77172018

Superseded SPAID N/A

Service Definitions

Provide the state's definitions of the following Health Homes services and the specific activities performed under each service

Compreheansive Care Managament

Definition

Comprehensive CM services are conducted with an individual and invoives the identification, development, and implementation of & care plan that addresses the
needs of the whole person, CM includes providing access to and the coordination of long term services and supports, Comprehensive CM is provided by Cedar
Farnily Centers by warking with the child/family to assess current issues, identify continuing needs, and identify resources/services to assist the child/family to
address needs through an Assessment and develapment of a Family Care Plan (FCPL. ). For individuals enroiled in Medicald Managed Care whao have a deslgnated
Care Manager, the MCO care manager may work in consultation with Cedar, They may initiate referrals to Cedar services, and may coordinate, in consultation
with Cedar, necessary services included in the FCP, Interventions/objectives identified in the FCP should map back to child and family's designiated outcomes and
must include; action steps, timelines for completion, responsible parties, and date action step Is achieved,FCP shall be developed with the family in coordination
with existing community resources and is based on assessment information, strengths/needs of the child/family and on dinical protocols which indicate the
types and intensity of care considered medically necessary, Support shall be targeted to occur in the most natural environment and in the least restrictive
setting,FCP can include a referral to direct treatment of suppart services and Cedar direct supporis/care coordination and should identify both natural/formai
supports needad Natural supparts are Individuals identifled by the youth and family who know the youth and family well and who provide support without being
paid.Where formal supports are involved, attention should be glven toward building on the strengths of the child, famity, extended family and community
sUpports to support fong-term empowerment.An Assessment must be completad within 45 calendar days of inftial request and the FCP must be completad
within 45 calendar days from referral. A Needs Assessment and Famnily Care Plan may be in place for up to twelve (12) months. Updates shall be added, it
needed, to the assessmant and plan throughout the course of the case opening, The FCP must be developad with and signed by the child's parents/guardians as
an agreement to work towards the action plan.FCPs must be reviewed and signied by clinician on an annual basis.if the child or family's needs change additionat
information can be obtained as needed.

Describe how Health Infermation Technelogy will be used to link this service in a comprehensive approach across the care continuum

Cedar Family Centers utilize a secure HIPAA campliant electronic case management systemn to support the actvities required in order to provide Comprehensive
Care Management. These activities inciude: identifying client needs by gathering data from other resources induding: medical and human service providers,
schoo!l pragrams. Integrating the information into the treatment planning process, Developing the child specific Action Plan. Facilitate cross-system cocrdination,
integration and supports access to service interventions to address the medical, soclal, behavioral and other needs of the child, Assure active participation of the
eligible child and family in the provision of care, assessment of progress and collection and analysis of both utliization and outcome data. Submit quarterly
submission of enrollment data, with family notice and opportunity to opt out, to the Rl Department of Health for the KIDSNET system. CEDARAccess RI KIDSNET
Child Health information System which provides access to infarmation vital to the provision of Comprehensive Care Managemeant. This information incdludes:
Blood Lead lavels, immunizations, Newborn Developmental Assessment, Hearing Assessment, WiC and Early Intervention participation CEDAR

Scope of service

The service can be provided by the following provider types
" Behavioral Health Professionals or Specialists Description

BH Professional or Spedialist - Description: Master's degree In Social Work or
Psychology preferred. Must have one of the following professional licensures
- LCSW, LICSW, LMHC, LMFT, Master's degree Level RN, PhD., Must have
experience working with Childran with Special Health Care Needs, information
for the Assessment and Family Care Plan may be collected by a licensed
clinician. Each Assessment and Family Care plan must be reviewed and
sighed by an independently licensed clinician and may be in place for up to
twelve (12) months.

urse Practitioner

i Nurse Care Coordinstors
i Murses

. Medical Specialists

i Physicians

i1 Physician's Assistants
:_iPharmacists

T social Workers

... Doctors of Chirepractic

I Licensed Complementary and alternative Medicine Practitioners
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;i Dieticians

1 Nutritionists

" Other (specify)

Provider Type Descrigtion
information for the Assessment and Family Care Plan may be collecied by a
Farnily Service Coardinator. Family Service Coordinators must have direct
experience in, knowledge of, or demonstrate capacity in strength-based
family centered practice, neads assessment and care plan development,
rommunity resources available to children and families, medical
romplexities, Autisrm Spectrum Disorders, behaviaral health, developmental

disabllities, and legal issues experlenced by families of children with special
heaith care needs,

Famlly Service Coordinator

Care Coordination
Dafiniticn

Care coordination is the implementation of the Action Plan developed to guide comprehansive care management in a rmanner that Is flexible and meets the need
of the individual receiving services. The goal is to ensure that all services are coordinated across provider settings, which may include medical, social and, when
age appropriate, vocational educational services, Setvices must be coordinated and information must be centralized and readily availzbie to all team members.
care coerdination also includes providing access (o and the coordination of long term sendces and supports.Changes in any aspect of an individual's health must
be noted, sharad with the team, and used to change the care plan as necessary. All relevant Infarmation is to be obtained and raviewed by the tearn. Care
Coordination is designed to be delivered in a flexible manner best suited to the family's preferences and to support goals that have been identified by developing
linkages and skilis. in order for families to reach thelr full patential and Increase their independence in obtaining and accessing services, This includes: « Follow
up with families, Primary Care provider, service providets and others involved In the child's care to ensure the efficient provision of services. « Provide
information te families abaut specific disorders, treatment and provider options, systems of support, services, assistance and legal rights available to Children
with Special Health Care Needs and their familles, resources beyond the scope of services covered by Medicaid, such as those which may be avaflable from other
parents, family members, community-based organizations, service providers, grants, social programs, funding options, school-based services, faith based
organizations, etc. « Asslstance in locating and arranging speciaity evaluations as needed, in coardination with the chitd's Primary Care Provider, Care
Coordination will be performed by the member of the Cedar Team (Licensed Clinician or Family Service Coordinatar) that is mast appropriate based upen the
issue that is being addressed.

Describe how Health information Technology will be used to link this service in a comprehensive approach across the care continuum

The electronic case management system described above will alsa be utilized to support the delivery of Care Coordination by providing easy and immediate
access to comprehensive information and tocls (such as the Individual care plan, contact information, ether involvements such as school, behavioral health and
specialty care) that will assist the Cedar Team in meeting the needs of each child and familly.

Scope of service

The service can be provided by the foliowing provider types

™ Behavioral Health Professionals or Specialists Description

Master's degree In Social Wark or Psychology preferred. Must have ane of the
following professional licensures -LCSW, LICSW, LMHC, LMFT, Master's degree
Level RN, PhD, Independently licensed clinician that is licensed by the State of
RI Dept of Health, demonstrating competency in strength-based family
centerad practice, needs assassment and care plan development, medical
complexities, Autism Spectrum Disorders, behavioral health, and/or
Developmental disabilities.

Licensed clinicians are required to sign off an all Assessments and Family Care
Pians/Actien Plans, Depending on the clinicat necessity, licensed clinicians
may also:

+ Provide and assist families in obtaining information about specific disorders,
treatment and provider options, systemns of support, services, assistance and
legat rights available to Children with Special Health Care Needs and their
families, resources beyond the scope of services covered by Medicaid, such as
those which may be available from other parents, family mermbers,
community-based organizations, service providers, grants, social programs,
insurance plans, school-based sefvices, faith based organizations, et

+ Assistance in locating and arranging spedialty evaluations as needed, in
coordination with the child's Primary Care Provider and payer, This also
includes foliow-up and consultation with the evaluator as needed.

- Foliow up with families, Primary Care provider, service providers and others
invoived in the child’s care to ensure engagement of services and supports.

7 Nurse Practitioner

i_iNurse Care Coordinators

[

i Nurses

i iMedical Specialists

Lo Physicians

iPhysician’s Assistants

hitps:#/macpro.cms.gov/suite/tempolrecords/item/iUB9Co0jznkfiLyQF 9Z4Hpig.nj52bPlugquPmBA3SEERLAjpHLTr2iPmiokxFys TuBFa4zpBFG4a3P...
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" Pharmacists
"t Social Workers

T Doctors of Chiropractic

Licensed Complementary and alternative Madicine Practitioners

i_iDietictans

Nutritionists

i Other (specify}

Provider Type Description

Family Service Coordinator demonstrating competency in strength-based
famlly centerad practice, community rasaurces available to children and
families, medical complexities and or legal issues experienced by families of
children with special health care needs.

« Provide and assist farilies in obtaining information about specific

" disorders, ireatment and provider apticns, systems of support, services,
assistance and legal rights available to Children with Special Health Care
Needs and their families, resources beyond the scope of services covered by
Medicaid, such as thase which may be available from ather parents, family
members, communfty-based organizations, service providers, grants, social
programs, insurance plans, school-based services, faith based organizations,
etc,
+ Assistance in locating and arranging specialty evaluations as needed, in
coordination with the chiid's Primary Care Provider and payer. This also
includes follow-up and consultation with the evaluator as needed.
+ Faliaw up with families, Primary Care provider, service providers and others
involved in the child's care to ensure engagement of services and supports.

Family Service Coordinator

Health Promotion
Definitien

OVERARCHING STATEWIDE DEFINITION: Health prametion services encourage and suppart healthy ideas and concepts to motivate Individuals to adopt healthy
behaviors" The services also enable individuals ta self-manage thelr health. Cedar HEALTH HOME SPECIFIC DEFINITION: Health Promotion assists children and
families in implementing the Action Plan and in developing the skilis and confidence to independently identify, seek cut and access resaurees that wilf assist in
managing and mitigating the chiid's condition{s), preventing the development of secondary or other chronic conditions, addressing famlily and child engagement,
promoting optimal physical and behavioral health, and addressing and encouraging activities relsted to health and wellness. This service will include the
provision of health education, information, and resources with an emphasis on resources eastly available in the families’ community and peer group(s).

Describe how Health information Technology will be used to link this service in a comprehensive approach across the care continuum

The electronic case management system described above will aso be utilized to support the delivery of Health Promation by providing easy and immediate
access to comprehensive information and tools {sudh as the Individual care plan, contact information, other involverents such as schaol, behavioral kealth and
spedalty care) that will assist the Cadar Team In meeting the neads of each child and family.See Care Coordination description above, In addition Cedar Family
Centers provide their staff with access to a wide range of resource/educational materlal(s) in multiple formats for use in supplementing and facilitating Health
Promation activities. This information wifl be provided in a hard copy or electronic farmat that Is most appropriate for the child and families use, including
multiple languages.

Scope of service

The service can be provided hy the following provider types

" Behavioral Health Professionals or Spedialists Description

Mastar's degree in Soclal Work or Psychology preferred, Must have cne of the
foliowing professional licensures -LCSW, LICSW, LMHC, LMFT, Master's degree
Level RN, PhD. Independently licensed dinician that is licensed by the State of
Rl Dept of Health, demaonstrating competency In strength-based family
centered practice, needs assessmant and care plan development, medical
complexities, Autism Spectrum Discrders, behavioral health, and/or
Developmental disabliities.

Behavioral Heaith Professkonals or Speciatists work with the family to:

o assess the most pressing needs of the child and family;

o identify triggers and patterns linked with problems;

o set individual goals for the child/family in the areas of sel-management and
skill acguisition

c help develop specific intervention strategies that they will be able to carry
out in the hame environment to work toward the established goals

urse Practiticher

It Nurse Care Coordinators

.Nurses

IMedical Specialists

ysicians

https:llmacpro.cms.gov.'suiteltempolrecordslitemlluBQCOsznkaLyQFQZ4Hpqunj52bP|uunmBA35EERLdijLTrJzIPmkxkxFys'iuBFa4zpBFG4a3P... 27135
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™% Physician's Assistants

iPharmadists

" Dactors of Chiropractic

icensed Complementary and alternative Medicine Practitioners
" iDieticians
;! Nutritionists

Pravider Type Description

Family Service Coordinator demonstrating competency in strength-hased

farnily centered practice, community resources available to children and

farnilies, medical complexities and or legal issues experienced by families of

children with speclal health care naeds.

Farnily Service Coordinators work with the family to!

o Assist in assessing the most pressing heeds of the child and family;

o Assist in identifying triggers and patterns linked with problems;

o Assist in setting individual goals for the child/family in the areas of self-

managemeant and skill acquisition

o Assist in helping develop specific intervention strategies that they will be
" able to carry out in the home environment to work toward the established
" poals

Family Service Coordinater

Comprehensive Transitionai Care from inpatient to Gther Settings (including appropriate follow-up)
Definition

OVERARCHING STATEWIDE DEFINITION; Comprehensive transitional care services focus an the movement of individuals from any medical/psychiatric inpatient
or other out-of-home setting into a community setting and between different service defivery models. Members of the health team work closely with the
individual to transttion the individual smoothiy back in to the community and share infarmation with the discharging organization in arderto prevent any gaps in
treatrment that could result In a re-admission. Cedar HEALTH HOME SPECIFIC DERNITION: Transitional Care will be provided by the Cedar Team to both existing
dients whe have been hospitalized or placed in other non-cammunity settings as well as newly Identified clients who are entering the community. Cedar Family
Centers are not required to establish written protocais on the care transition process with hospitals ar other institutions, The Cedar Team will collaborate with all
parties involved including the facllity, primary care physician, Health Plan (if enrolied) and community providers to ensure a smooth discharge into the
community and prevent subsequent re-admission(s), These service include providing access to and the coordination of ong term services and |
supparts.Transiticnal Care is not limited to Institutional Transitions but applies to all transitions that will occur throughoit the development of the child and :
incudes transition from Early intervention into School based services and pediatric services to adult services, Cedar Family Centars have and continug to improve

on their refationships with the health plan providers of their children and families in erder to facilitate effective transitional care.

Dascribe how Health information Technalogy will be used to link this service in a comprehensive approach acrass the cate continuum

The electronic case management systam described above will also be utilized to suppart the delivery of comprehensive transitional care by providing easy and
immediate access to comprehensive Information and tools (such as the Individual care plan, contact informaticn, ather involvements such as school, hehavioral
health and specialty care) that will assist the Cedar Team In meeting the needs of each child and family. In additicn Cedar Family Centers provide their staff with
access to a wide range of resourcefeducational materialis) in multiple formats for use In supplementing and facilitating comprehensive transitional care activities,
This information will be provided in hard copy or electronic format that is most appropriate for the child and families use, including multipie languages.

Scope of service

The service can be provided by the following provider types

" Behavioral Health Professionals or Specialists Description

Masters degree in Social Work or Psychelogy preferred. Must have one of the
following professional icensures -LCSW, LICSW, LMHC, LMFT, Master's degree
Level RN, PhD. Independently licensed diniclan that is licensed by the State of
RI Dept of Health, demonstrating competency in strength-based family
centered practice, needs assessment and care plan development, medical
complexities, Autism Spectrum Disorders, behavioral health, and/or
Developmental disabilities,

Depending on the dinical necessity, licensed dinidians will collaborate with all
parties involved with a family induding the inpatient facility, primary care
physician, Health Plan {if enrclled) and community providers to ensure a
smooth discharge Inio the community and prevent subsequent re-
admission{s). Transitional Care s not limited to Institutionat Translticns and
includes transition from pediatric services to aduli services.

i Nurse Practitichet

T Nurse Care Coordinators

MNurses

Medical Specialists

Physidians

https://macpro.cms.govisuite/tempairecords/item/UBSCo0jznkfJLyQOF 92 4Hpigni52bPluquPmBA3SEERLAjpHLTr zIPmkxkxFys TuBFadzpBF G4a3P...  28/35
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: Physlc}an‘s hssistants

i_iPharmacists

I Sodial Workers

i Doctors of Chiropractic

T licensed Complementary and alternative Medicipe Practitioners

Dieticians

Nutritiontsts

" Other (specify)

Provider Type Description

- Family Senvice Coordinatar demonstrating competency in strength-based
farnily centered practice, community resources available to children and
families, medical complexities and or legal Issues experienced by families of
childran with special health care needs.

Family Service Coordinator Collaborate with alf parties involvad with a family including the inpatient
facility, primary care physician, Health Plan (if enrolled) and community
pravidars to ensure a smooth discharge into the community and prevent
subsequent re-admission(s). Transitionat Care is not limited to Institutional
Transitions and includes transition from pediatric services to adult services.

indhvidual and Family Suppert (which includes authorized representatives)
Definition

OVERARCHING STATEWIDE DEFINITION: individual and family support services assist individuals to accessing services that will reduce barriers to treatment and
fmprove health outcomes. Family involvement may vary based on the age, ability, and needs of each individual. Support services may inciude advocacy,
tnformation, navigation of the treatment system, and the development of self-management skills, Cedar HEALTH HOME SPECIFIC DEFINITION: The Cedar Team is
responsible for providing assistance to the family in accessing and coordinating services. These setvices include the full range of senvices that impact on Children
with Special Health Care Needs and Include, but are not limited to, health, behavioral health, education, substance abuse, juvenile justice and sacial and family
support services. These services also includes providing access to and the coordination of jong term services and supports.The Cedar Team will actively integrate
the full range of services into a comprehensive program of care. At the family's request, the Cedar Team ¢ah play the principal role as organizer, infermation
source, guide, advocate, and facilitator for the family by helping the family to assess strengths and needs, identify treatment goals and services, and navigate
agancy and system boundaries.

Describe how Health information Technology will be used to link this service in a comprehensive approach acrass the care continuum

The electronic case management system described above will also be utilized to support the delivery of individual/family suppert by providing easy and
immedlate access to cemprehensive information and tools {such as the individual care plan, contact infermation, other involvements such as school, behavioral
health and spedialty care) that will assist the Cedar Team in meeting the needs of each child and family. in addition Cedar Family Centers provide their staff with
aceess to a wide range of resource/educationat materiai(s) in multiple formats for use in suppiementing and facilitating Individual/family support activities, This
information will be provided in a hard copy or electronic format that is most appropriate for the child and families use, including multiple languages.

Scope of service

The service can be provided by the following provider types

" Behavioral Health Professionals or Specialists Description

Master's degree In Soclal Work or Psychology preferred. Must have one of the
following professional licensures -LCSW, LICSW, LMHC, LMFT, Master's degree
Level RN, PhD. Independently licensed clinician that is licensed by the State of
Rl Dept of Health, demanstrating competency in strength-based family
centered practice, needs assessment and care plan developrent, medical
complexities, Autlsm Spectrum Disorders, hehavioral health, and/or
Deveiopmental disabilities.

Depending on the clinical necassity, licensed dlinidians will 1) provide
assistance to the family in accessing and coerdinating services (these services
include the full range of services that impact on Children with Special Health
Care Neads and their families and may include, but are not limited o, haaith,
tehavioral health, education, substance abuse, Juvenile Justice and soclat and
family stipport services), 2) actively integrate the full range of services into 2
comprehensive Farmily Care Plan, and 3) at the family's request, play the
principal role as organizar, information source, guide, advocate, and faclitator
for the family by helping the family to assess strengths and needs, identify
treatment goals and services, and navigate agency and systern boundaries,

_INurse Practitioner

urse Care Coordinators

" Medical Specialists

i Physicians
i iPhysician's Assistants
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Pharmacists

i Social Workers

i_iDoctors of Chiropractic

I Licensed Complementary and alternative Medicine Practitioners

i Dieticians

T Nutritionists

" Other {specify)

Pravider Type Description

Family Service Coordinator demonstrating competency in strength-based
family centered practice, community rescuirces availabte to children and
families, medical complexities and or legal issues experienced by families of
children with special health care needs.

Famnily Service Coordinators will 1) provide assistance to the family in
accessing and coordinating services (these services include the full range of
services that impact on Children with Special Health Care Needs and their
families and may include, but are not limited to, health, behavioral health,
education, substance abuse, juvenile justice and social and family support
services), 2) actively integrate the full range of services into a comprehensive
Family Care Plan, and 3) at the family's request, play the prindpal rale as
organlzer, Information source, guide, advocate, and facilitator for the family
by helping the family to assess strengths and needs, identify treatment goals
and services, and navigate agency and system boundaries.

Family Service Coordinator

Refarral to Community and Soclal Support Services
Definition

OVERARCHING STATEWIDE DEFINITION: Referrals to community and sociat support services ensure that individuals have access to a myriad of formal and
infarmal resources. Ideally, these resources are easily accessed by the individual in the service system and assists individuals in addressing medicalt behavioral,
educational, and social and cormmunity issues. Cedar HEALTH HOME SPECIFIC DERINITION: Referraf to Community and Sodal Support Services wilt be providad by
members of the Cadar Team and will include information about formal and informal reselrces beyond the scope af services covered by Medicald, such as those
which may be avallabie from other parents, family members, community-hased erganizations, service providers, grants, social programs, funding options
including the family's health coverage, school-based services, faith based organizations, etc. This includes providing access to and the coordination of fong term
services and supparts. Whenever possible, families will be informed of opporiunities and supports that are closest to home, that are the least restrictive and that
promote integration in the home and community, Members of the Cadar Team will emphasize the use of informal, natural community supports as a primary
strategy to assist children and families.

Describe how Health Information Technalogy will be used to link this service in a comprehensive approach across the care continuum

The electronic case management sysiem described above will also be utilized to support the delivery of referral services by providing easy and immediate access
to comprehensive information and teols {such as the Individual care plan, contact Information. other invalvements stuch as school, bahavioral heelth and
spedialty care) that will assist the Cedar Team n meeting the needs of each child and family. In addition Cedar Family Centers provide their staff with accessto a
wide range of resource/educational material(s) in multiple formats for use in supplementing and fadifitating Referrat to Communlty and Sodial Support activities.
This Information will be provided in a hard copy or electronic format that is most appropriate for the chitd and families use, including multiple languages.

Scope of service

The service can be provided by the following provider types

I Behavioral Heaith Professionals or Sp'ecialists Description

Master's degree in Social Work or Psychology preferred. Must have one of the
fallowing professianal licensures -LCSW, LICSW, LMHC, LMFT, Master's degree
Leval RN, PhD, Independently flicensed clinician that is licensed by the State of
RI Dept of Health, demonstrating competency in strength-based family
centered practice, needs assessment and care plan development, medical
complexities, Autism Spectrum Disorders, behavioral health, and/or
Developmental disahilities,

Depending on the clinical necessity, licensed dlinicians will 1) refer ta
Community and Social Support Services which will include infarmation about
formal and informal resources bayond the scope of services coverad by
Medicaid, such as those which may be available from other parents, family
members, community-based organizations, service providers, grants, sodal
programs, insurance payers, schoal-based services, faith based organizations,
etc., 2) whenever possible, families will be informed of opportunities and
supports that are closest to home, that are the least restrictive and that
promote integration in the home and community and 3} emphasize the use of
Informal, natural community supports as a primary strategy to assist children
and families.

"I Nurse Praditioner

“Nurse Care Coordinators

™ Murses
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" Medical Specialists

t,..[Physicians

Pharmacists

Sodial Workers

Doctors of Chiropractic
Licensed Complementary and alternative Medicine Practitioners

Dieticians

- Nutritionists

. Other (specify)
Provider Type Descriptian

Family Service Coordinator demonstrating competency in strength-hased
family centered practice, community resources available to children and
families, medical complexities and or legal issues experienced by families of
children with special health care needs,

Family Service Coordinators will 1) refer to Community and Sodal Suppaert
Services which will include information about formal and informal rescurces
beyond the scope of services covered by Medicaid, such as those which may
be available from other patrents, family members, community-based
organizations, service providers, grants, soclal programs, insurance payers,
schookbased services, faith based organizations, ete,, 2) whenever possible,
famities will be informad of opportunities and supports that are dlosest 1o
home, that are the least restrictive and that promote integration in the home
and community, and 3) emphasize the use of informal, natural community
supports as a primary strategy to assist children and families.

Famlly Service Coordinator

hitps:/imacpro.cms.govisuite/tempa/records/itemAUBICa0jznkf)LyQF 87 4Hpignjs 20PluguPmBA3SEERLApHLTrlzIPmicdo-ys 1uBFadzpBFG4a3P .. 31/35
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Health Homes Services
WMEDICAID | Medicakd Stare Plan | Health Homes | RI2G18MS00070 | Ri-t8-0008 ] CEDAR Health Homres
Package Header

Package D RIZ018MS00070 SPAID RI-18-0009
Submission Type Official Initial Submission Date 8/7/2018
Approvai Date 10/17/2018 Effective Date 7/1/2018

Supersedead SPAID N/A

Health Homes Patient Flow

Describe the patient flow through the state's Health Homes system. Submit with the state plan amendment flow-charts of the typical process a
Health Homes individual would encounter

Families access & Cedar through seli-referral or other referral sources When these sources Initiate the referral, the Cedar must contact family within 10 calendar
days.a famlly may choose to use a Cedar for assessment of needs, referral, and care coordination.The Cedar staff will assist the family in Identifying and
coordinating services and supports and to support efforts to galn access to needed services and to track receipt of services.A Needs Assessment must be
completed within 45 calendar days of initial request, or sooher, based upon the urgency of the chiid and family's needs.The initial Family Care Plan (FCP) must be
completed within 45 calendar days from referral. FCP must De reviewed and signed by an independently licensed clinician and may be in place for up to 12
months.if needed, the Cedar will work with family to develop individualized Crisis Support Plan which includes individuals or agencies for the family to contact in
the event of a specific crisis {e.g., child's PCP, local mental health centar) and actions to take to ensure safety of child and family. The plan sheuld be reviewed and
updated as needed.Fram first contact family membars are expected to be fully informed about the role of the Cadar and knowledgeable about
transition/discharge planning fram the start of services, Discharge planning may include meetings with families and other involved parties in order to ensure
achlevernent of Family Care Plan goals.Any one of the following criterion may be used to determine the chiid's readiness for discharge: 1) the goals and actions
estahlished in the Family Care Plan have been successfully met and the family is not in need of additional Cedar setvices, 2) the family has been linked to services
and supports identified in the Family Care Plan, 3) the family, guardian, or child withdraws consent for Cedar services, 4) the child has lost Medicaid eligibility or 5)
it has been determined that an administrative discharge is needed.

Name Date Created

Cedar Health Home Patient Flow._final 8/7/2018 2:05 PM EDT %
Cedar Haalth Home Patient Flow - Managed Care 9/26/2018 2:49 PM EDT §
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Health Homes Monitoring, Quality Measurement and Evaluation

MEDICAID | Medicaid State Plan | Heslth Homes | RI2018MSG007C 1 RI-18-0009 | CEDAR Healdh Homes

Package Header

Package 1D RI2018MS00070 SPAID Ri-18-0009
Submission Type Official Initial Submission Date 8/7/2018
Approval Date 10/17/2018 £ffective Date 7/1/2018

Superseded SPA 1D N/A

Monitoring

Describe the state’s methodelogy for calculating cost saving (and report cost savings annually in Quality Measure Report}. Inciude savings that result
from improved coordination of care and chronic disease management achieved through the Health Homes Program, including data sources and
measurement specifications, as well as any savings associated with dua] eligibies, and if Medicare data was available to the state to wtilize in arriving
at its cosi-savings estimates

The State will annualiy perform an assessmant of cost savings Using 3 pre/post-pericd comparison of Cedar health home clients. Savings calculations will be
based on data garnered from the MMIS, encounter data from Heaith Plans, encounter data submitted the Health Home providers, and any other applicable data
avaiiable from the Rl Data Warehouse,

Describe how the state will use health information technology in providing Health Homes services and to improve service delivery and coordination
acrass the care continuum {including the use of wireless patient technology to Iimprove coordination and management of care and patient adherence
to recommendations made by their provider)

The state will phase-in the Use of HIT to support health home services. Initally, providers will be supported I their delivery of health home services through data
profiles supplied by Medicaid managed care plans for the 60% of the health home-eligible Cedar population enrolled in MCOs. The state Is currently working with
the MCOs to develap health utilization profiles minimally

comprised of the components below.

1)Claims Data to identty member's pattern of utilization based on previous 12 months (¥Emergency Room Visits, Last ER Visit Date Last ER Visit Primary
Diagnosis, #Urgent Care Visits).

2) Claims data to identify members primary care home (#PCP Sites, #PCP visits to current PCP Slte, 3) Prescription Drug information

4) Behavioral Health Utilization

_In addition Cedar Health Homes atso accesses the RI KIDSNET Child Health Information System which provides access to information vital to the provisian of
Comprehensive Care Management. This Information includes: Blood Lead levelsImmunizations, Newborn Developmental Assessment,Hearing Assessment, WiC

and Early Intervention participation.

Cedar Health Homes will alsc offer to anvall all dients into "CurrentCare” RI's electronic health infarmation exchange.

https:l/macpro_cms.gow‘suiteftempoirecordslitemlluBQCosznkaLyQFQZ4Hpqunj52bF’quuPrnBA35EERLdijLTrJzIPmkxkxFys1uBFa4zpBFG4a3P... 33/35
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Health Homes Manitoring, Quality Measurement and Evaluation
MEDICAID | Medicaid Stat= Plan | Health Homes | RI2Z0T8ME00070 | RI~18-000G9 | CEDAR Health Homes

Package Header

Package }D  RI2018MS00C70 SPAID RI-18-0009
Submission Type Offidial tnitial Submission Date 877/2018
Approval Date 10/17/2018 Effective Date 7/1/2018

Superseded SPAID  N/A

Guality Measurement and Evaluation

" The state provides assurance that all Health Homes providers report to the state on all applicable quality measures as a conditicn of recaiving payment from
the state

each goal to measure its success in achieving the goals

The state provides assurance that it will report to CMS information submitted by Health Homes providers to Inform evaluations, as well as Reports to
Congress as described in Section 2703¢b) of the Affordable Care Act and as described by CMS

https:h'macpro.cms.gov/suiteltempa!recordslitemflUBQCo{}jznka!_yQF924Hpqunj52bF’!uqquBASSEERLdijLTrlePmkxkxFys1uBFa4zpBFG4a3F‘... 34/35
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o the Paperwork Reduction Act of 1995, rio persens are required to respond ta a collection of infarmation unless it displays 5 valld OME
cnatrol number, The valid OMB cantro! number for this information collection is 09381188, The time raquired o complere this information collaction is estimated to average
240 haurs per response, including the tme t review instructions, search xisting data resources, gather the data needad, and cornpizte angd resview the information collection.
if you have comments concarning the accuragy of the time estimate(sj o stiohs for improving this form, please weite 1 CMS, 7500 Security Boulevard, Atir: PRA
Reports Clearance Officer, Mall Stop (4-26-05, Baltimore, Maryland 21244-1850,

PRA Disclosure Staterment: According

This view was generated on 1/17/2018 401 PM ST
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vealth Homes Service Defivery Systems - 6;’1.;'.101 8 R}~16;0002->( 1

Haai$ Homes Payment Methodologies 612018  R-18-0002-X !‘

Health Hoal'ng Services 6/172018 RI-16-0002-X

Health Homes Monitoring, Quality snzE —

Measuremant and Evaluation
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submission - Summary : ,
MEDICAID | Wedicaid Stae Pian | Health Hornes | RI2078MSOODEC | RE15-0006 | Migrated_HH.CONVERTED Rhode Island-2 Health Home Services. 3 '!
Package Header : '

Package 1D RIZ01BMSDODED SPAID R-18-0006 i

Subrission Type Cfficial inittal Submission Date 6/29/2018 : |
Approval Date 9/27/2018 —Effective Date N/A : ‘
i

superseded SPAID N/A

Executive Summary

summary Description Including Integrated Health Home (IHH) - Rhade icland's integrated Health Home is bollt upon the evidence-based k
Goals ant Gljectives practices of the patient-certered medical home (PCMH) model IHH coordinates care for persons with
Severz Mentzl liness (SM1) and builds linkages with 2nd among behaviors! healthcare providers, primary
care, speciatty medical providers, and community and social supports. in addition to iHH services, FOHHS
anticipates that 10% of the SMIE popuiation deemed eligtble for [HH will meet the eligibility threshold for a
supplementai set of services provided under Assertive Community Treatnent {ACT).

The goals of IHH and ACT are t more effactively address the complex needs of persons with severe mental
thness and co-occurring chranic conditions. ! '
IHH is provided to community-based individuals by a team of professional and paraprofessional mentzl
health staff in accordance with an approved

trestment plan to ensure the membar's stability, improved medical

outcomes, and reduced reliance an more restrictive services, such as the emergency

department, Inpatient medical-surgical amd psychiatric tare. tHH teams coordinate care and ensure that
medically - |
necessary interventions are provided o help the member manage the symptoms of their : |
flipsess. The IHH team assists members; their providers, and thelr natural cotmmunity supports to address
social detertinants affecting the member's health and well=being. Memibers receive assisance accessing
medital, sadal, educational, and vorational services, a¢ necessary,

ACT is a comprehensive and complementary set of services designed to mest ali of a members’ needsina
communbity setting. A mult-disciplinary

tearn provides the membar enrolled in ACT with mental health outpatient services, care

coardination, peer support, psychopharmacology, substance use disorder counseling,

voational training, and care management, with the goal of Increasing community tenure,

ACT isnot 3 iinkage or brokerage case-matiagement

program that conpeds indhviduals ©© menizl health, housing, of rehabilitation programs —that is the role of
the IHH staff layered onto-the ACT teams. The ACT team delivers Integrated ciinical treatment, rehabiliation,
and gther supportive

services in community iocations, Seventy-five pereent or more of the senvices are

provided outside of program offices in locations that are comfortable and convenient for

members. ACT teams are available to provide necessary services24 hours a day, seven days a week, 365
days a year, Research has shownthat ACT services are successfuf in achieving outtomes and increasing
commuriity tenure for Individuals with SMIt and complex needs. Rhode Istand's Integrated Health Home
provides for ACT services for those identified to be in need, as established In a standardized level of . !
care/furmtionality assessment Members with a DLA score of 2.0 and under will be eligible for ACT. ACT
programs will be reviewed by BRDDH using the Tool for Measurement of Assertive Community Treatmant t
(TMACT) fidkelity scale. FOHHS, through a collzbaration with the MCOS and BHDDH, will monitor the dients {

iy . vy = H
TeCEVING A T-as-&-subset-of the THH ORGSO +

Effective June 1, 2018, Rhode lsland is proposing te remove the fen percent {10%) quality withhold from the ;
JHH/ALT payment methodolegy w avold potential disruptions invthe provider network. The removal of the
10% withhold will notimpede EOHHS efforts to promote datz a5 a quality improvement tool. EDHHS will ; [
menitor the providers’ performances, and thase not meating performance targets will be required I submit
corractive action plans. EOHHS will monitor compliance with corrective action plans by calcalating the
measures that fell short of the targets on a quarterly basts. if providers do not show improvemer,
rmessures will be added 1o future year measures, Results wil be shared with the CMBOs and each Managed i
Care Organlzation to improve provider perfarmance with MCD coliaboretion.

Federal Budget Impact and Statute/Reguiation Citation

Federal Budget Impact

At e e

Federal Fiscal Year Amount

First 208 £0

P R L e I, T

https://macpre.crns.gov/ suite/tempo/records/item/IUB 9Co0jzkfILyQF9Z4Hpiglnj52bPhe .. 10/ 2/2018
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Federal Fiscal Year

Second e

federsl Statute / Repulation Citatien
Sectioh 2703 of the Patient Protection and Affordeble Care of 2010

Page 5 of 48
Ampunt i
50
i
;

hittps://macpre. crns.gov/ sxﬁte/tempo/recordsfitemﬁUB9CbszukElLyQF 974Hpiqlnj52bPlu..  10/2/2018
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Submission - Summary
MEDICAID | Medicaid State Plan | Health Homes | RI201 8MSO006D | RHIB-000G | Wigrated, HH CONVERTED Rhode Islend-2 Realth Home Services ‘,
Package Header
Package I RIZM EMS0D060 SPAID RIF18-DDOE I
Submission Type Official initial Submission Date 6/28/2018
Approval Date  ¥/Z7/2018 Effective Date N/A
Superseded SPAID  N/A
Governor's Office Review !
i
O No tomment pescribe  This amerdment has not been ;
- . reviewed spedfically with the
C Commenits recefved Governor's Office. Under the
© No respanse within 45 Gays Rhode island Medicaid Sate
Pian, the Governor has elected
& Dther not o review the details of state

plan materizls. However, in

accordance with Rhode Island ;
law and practice, the Governor i
is kept apprised of major :
changesin the state plan.

&
T

9.

https://macpro.cms. gov/swﬁte/tempo/records;’itemflUB9CosznkaLyQF9Z4Hpinnj 57bPhL.  10/2/2018
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Submission - Public Comment

MEDICAID | Medicald Smte Plan | Health Homes | RE20% 8MS00060 | RH1B-D006 | wigrared HH.CONVERTED Rhode Isiand-2 Health Home Servites ! ,

Package Header

Package 1D RIZD1BMSD0DEO SPAID R-18-0006 )
submtission Type  Offical initial Submission Date  6/28/2018 : ‘
Approval Date 572772018 Effective Date HN/A ' : |

Superseded SPAID N/A

Name of Health Homes Program ; ,

Mizrated HH.CONVERTED Rhode lsland-2 Health Home services : : ;

Indicate whether public comment was solicited with respect to this submission. : .
7 public notice was not federally reguired and comment was not solicited ,
423 public notite was not federally required, but comment was solicited ;
& public notice was federslly required and commentwas soficiied

Indicate how public cornment was soficited: !

T Newspaper Announcement
™ publication In state's admimstrative record, in-acordance with the adminlstrative procedures reguirements )

7 Emall to Elecronic Mailing List or Simiiar Mechanism Date of Emait orother electronic May 29, 2018
notification:
Pescription of mafling fist, in Public notice was eledronically
particalar parties and emailed to EOHHS' list of
organizations included, and, i Interested parties. Such malling
not emal, deseription of simitar st incures, but is nat fimited to ;
mechanism used:  providers, advocates, snd other '
state agendes.

] -
&7 website Notice select the type of website

i, Website of the State Medicald Agenty or Responsible Agency *
1
Date of Posting:  May 28, 2018 H

ebsite URL:  htip/Awww.eohhs.rl.goviReferen |
ceCenter/MedicaidStatePianand
1115Walver/SPAand1115Welver

Changesaspx H
— i

it Website for State Regulations i !

it Other ! :
% public Hearing or Meeting
i
i
ehermethad ]
Uplsad copies of public notices and other documents used .
Name Date Created ‘
IH.ACT - Public Notice 5.29.18 §/25/20%8 12:55 PM EDT E '

Uplpad with this appiication a written summary of public comments received (optional)

Name Date Created

No trems avallable :

hitps://macpro.cms.gov/, suite/tempo/records/item/TUBICol; I TLyQFOZ4HpiaJni52bPlie..  10/2/2018 ;
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Indicate the key issues raised during the pubfic comment period (optional) i
3 Access I
1 Gualiy
D Cost , | [
Tt payment methodology

T bty

i Banefits : :
3 service defivery : ‘

T3 pther tssue

H i
i 1
H
. |
H i
i '
H
H
1
i T
N i
i
i
“
M
i
H
13
H
i i
\ |
i

https://macpro.cms.gov/ suite/ternpo/records/item/TUB 9Co0jznkfTLyQF9Z4HpiqInS2bPTu... 1 0/2/2018 !
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Submission - Tribal Input

WEDICATD | Medicald Stzte Plan | Health Homes | XI201BISD0060 1 RF18-0006 | Migrated HH.CONVERTED Rhote Islsnd-2 Health Horne Services

Package Header

Page 9 0f 48

package ID
Submission Type
Approval Date
superseded SPA ID

RIZ01BM500060
Dfficia!
972772018

NZA

SPAID R-1B-D00E
Initial Submission Date 6/25/2018
Effective Date N/A

Name of Health Hpmes Program
Migrated, HH:CONVERTED Rhode lslant-2 Health Homme Senvices

Gne of mere Indian health pregrams or Urban Indian
Organizations furnish health care services in this state

This state plan amendment s likely to have & direct effect on .
Jndians, Indian health.programs or Urban Indfan Dreanizations

& Yes

No

i Yes
2 No

o The state has solicited
advice fram indian Health
Programs and/or Urban indlan
Drganizations, as required by
section 1502{2)73) of the Social
Security Adt, prior to submission
of this SPA

Complete the following information regarding any soficitation of advice and/or triba) consuttation conducted with respect to this

submission:

solicitation of advice apd/or Tribal consultation was conducted in the Tollowing manner:

& Al Indian Bealth Programs

Date of sofititation/consultation:

5/28/2018

1Al Urban Indian Organizations

States are not required to-consult with-indlan tribal governments,

such consultation below:

i All Indian Tribes

Any o

The state must upload copies of documents

Method of solicitation/consulation:

Tribal petfication letier was sent to the Nartagansett indlzn Health
Center 5/29/1B. Not comments of guestions were received.

but If such consultation was conducted voluntarity, provide information about

that sappart the solicitation of advice in accordante with statutory requirements, including
nd/nr Urban indian Organizations, s well as attendes fists if face-to-fate mestings were

el Also upipad documents with comments received from Indfan Health Programs or Urban indian O ganizations and the stete's

responses to any issues raised. Alternatively indicate the
the-design of is program.

the state incorporated them inte

Name

Tribal Notice IHH.ACT_5.29.18

indicate the Key issues raised {optional)

T Access
2 Quality
iCost

"; payment methodology

hﬁps://macpro.cms.gov}suite/tempo/recordsﬁtcnﬂlUB 9Co0jznkfTLyQF9Z4HpiqIn 5S2bPTu... 101212018

key issues and sUMmMmarize sny comments received below and describe bow

Date Created

6/29/2018 12:56 PM EDT e
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3 Eligibility
3 Benefits
T service delivery

1 Dther issue

https://macpro.cms.gov/ m:ite/tempo/recerds/itemﬂUBS’CoOjznkﬂLyQF9Z4Hpqunj 52bPTw.. 10/2/2018
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submission - Other Comment

MEDICAID | Medirald Stre Plan | Heaith Homes | REDRMSEDRED | RE1B-DO0E | Migrated HH,CONVERTED Rhode (sland-2 Health Home Services :

package Header

Farkage 1D Ri2018MS00060 SPAID  RF1B-DO0E
tubmission Type Offical {nitial Submission Date 67252018
Approval bate 972772078 Effective Date N/A

Superseded SPATD N/A

SAMMSA Consultation
Natne of Health Homes Program
M‘zgmtedkHH.CONVERTED Rhode Island-2 Health Home Services Date of consultation

TiThe stete provides assurance that it has consted and
coordinated with the Suhstance Abuse. and Menta) Health Servires :
Administration (SAMHSA) in addrassing issues regarding the ;
prevention and treatment of mertal liness apd substance ghuse
amaong eligible individugls with chronic contifions.

42172011

https://macpro .cms.gov/ suitc/tempo/records/i‘icmﬂUB9Cosznkf.T_LyQF9Z4Hpiq5m 52bPlw.. 10/2/2018
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-Health Homes Intro

MEDICAID | Medicaid State Plan | Health

Package Header
Package ID
Submission Type
Approval Date
Superseded SPA 1D

Program Authority

1945 of the Sodal Security Act
The state elects to implement the Hea

Name of Health Homes Program

Homes | RI201BMS000G0 | Ri-18-0096 | Migrated_HH CONVERTED Rhode Lsiand-2 Health Horne Services

RIZ078M500060 SPAID R-18-0006
Offidal , Initia} Submission Date 672872018
5/Z7/2018 Effective Date  6/1/2018
RI-16-0002-X

Systermn-Darivad.

ith Homes state plan option under Section. 1845 of the Soclal Sequrity Act

Migrated_HH.CONVERTED Rhode lsland-2 Health Home Services

Executive Summary

Provide an executive summary of this Health Homes p

providers, services and service delivery model osed

The full integration of dients' medical
the continuum of care, This integratio

arderto schieve substantialdinical improvement. Services provided chy
of responsibility to coordinate and ensure the delivery of person-cantered care, provice tmely post-discharge follow-up, and improve patient

and behavioral benefits info managed-care treates new opportunities for further cimical integration acoss
n willaliow Integrated hedith homes (HH) greater apacity to work with clients saross al! levels of care in
rough IHHs and Assertive Community Treatment (ACT are the fixed points

health oUtcomes by addressing primary medical, specialist, and behavioral health care. Emphasis Is placed on the menitoring of chronic

-conditions, preventative and educatiol

This program s accountahie for reducing health care costs,
room visits. Theseputcomes are achieved by adopting & wh

nal services fotused on selfi-care, wellness, and recovery.

rmedical, spedialist, and behavioral heaith care needs; and by providing the following dmely and comprehensive services:

Cornprehensive Care Management
Care Coordination/Health Promotion;
Comprehensive Transitional Care;

Individual/Family Support Services; and
Chronic Condition Management/Population Management

Clients eligile for IHH services will meet diagnestic and functionz

Disabilities and Hospitals BHDDH). The required disgnoses are as follows:

Schizophrenia

Schizoaffective Disorder

schizoitd Personality Disorder
Bipolar Disorder

Major Depressive Disorder, recurrent
Obsessive-Compulsive Disorder
Borderline Personality Disorder
Delusional Disorder

Psychotic Disorder

rogram including the goals and objectives of the program, the poputatian,

specifically preventable hospital admissions/readmissions and avoidabie amergency
ole-person approach to the consumer's needs and addressing the consumer's primary

| criteria established by the Department of Behavioral Healthcare, Developmental

Page 12 0f 48

improvement tool. EOHHS will monitor the prov
corrective action plans. EOHES will monitor comp
quarterly basis. If providers da not show improvement, measures will be atlded to furure

and each Managed Care Organization to improve provider performance with MCO collaboratipn.

General Assurances

- The state provides assurance that eligible individuals will be given a free choice of Health Homes providers.

1 The states provides sssurance that itwiil

Homes services.

¥ The state provides assurance that hospitals partidpating under the state plan or a walver of such plan will be instructed to establish
procedures for refenring eligibie individuals with chronic condisons who seek o need treatment in & hospital emergency department to

designated Health Homes providers.

Effective June 1, 2018, Rhode island is proposing to remave the t=n percent {1 0%) quaiity withhold from the HH/ALT payment methodology te
avold potential disruptions in the provider netwark, The removal of the 10% withhoid-will not Impeds EDHHS' efforts to promote data as a fuality
ders’ performances, and those not meeting performance targets will be required © submit
liance with corrective action plans by alcuiating the measures that fell short of the rgets on a

year meastres. Results will be shared with the CMHOs

not prevent individuals who are dually eligible for Medicare and Medicaid from raceiving Health

Aotk £ 1t st

hifps://mMacpro.cms.gov/ suite/tempo/records/ item/IUBOCo0jznkfILyQF9Z4Hpighj52bPlu...  10/2/2018
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&7 The state provides assurance that FMAP for Health Homes services shiall be 90% for the first efgnt fiscal quarters from the effective date of the
SPA. After the first sight guarters, expenditures will be claimed af the regular matching rate-

& The state provides assurance that it will have the systems in place 5o that only one B-guarter period of enhanced FMAP for each health homes £
enrolies will be daimed. i

i The stete provides assurance that there will be no duplication of services and payrmert For similar services provided unter other Medicaid
authorities.

hitps://macpro.cms.gov/ suite/tempo/records/item/TUBSCol] kL yQFYZ4HpiqiniS2bPIn...  10/2/2018
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Health Homes Geographic Limitations.

MEDICAID | Medicaid State Plan | Health Homes | RI201 BMSO0060 | R-16-0005 | Migrated, HH.CONVERTED Rhode Island-2 Health Home Sarvices ;

Package Header

Package 1D RIZ018MSCOOE0 SHAID RI18-0006
Submission Type Official Initial Submission Date 6/25/2018
Approval Date /2772018 Effoctive Date 6/1/2018

Superseded SPAID R 6-0002X
System-Detived
& Health Homes services will be avellable statewide
3 Health Homes services will be limited 1o the following grographic areas

) Bealth Bomes services will be provided in a geographie phiaseg-in approach

v n it a5 4t

H
3
H

https://macpro.cms.gov/ s»uite/tempo/recordsﬁtem/lUB9Cosz:nkf3LyQF9Z4Hpqu nj52bPlu... 10/2/2018
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Health Homes Population and Enroliment Criteria

MEDICATD | Medicaid State Plan | Health Hames | RIZDTEMSDD0E0 | RE18-0006 | Wigrated_HH.CONVERTED Rhode Istand-2 Bealth Home Services

Package Header
package I RI204 8MS00DE0 SPAID  Ri-iB-00DB :
Submission Type Official Jnitial Submission Bate 6729728 '
ApprovaiDate 9/Z7/2018 Effective Date 6172018 E

Superseded SFA 1D RM &0002-X
System-Derived

Categories of Individuals and Populations Provided Health Homes Services

The state will make Heatth Homes services available to the followring categories of Medicaid participants
i Categorically Needy {Mandatery-and Optons far Coversge) Eligibility Groups ‘
T Medically Neady Elgibliiy Groups Mandefory Medically Needy

v Medlcafly Needy Pregnant Women

& Medically Needy Children under }\ge 18
Ootional Medically Needy {select fhe groups incuded in the '
ponuistion i
Fammiiies and Adults

T Medically Naedy Children Age 18 through 20

T Medically Nesdy Parents and Other Caretaker Relatives
Aged, Blind and Disabled .
£t Medically Needy Aged, Blind or Disabled

! Medically Needy Biind or Disabled Individuals Eligible in 1973 i

|
|
-

https://macpro.cIns. gov/ suite/tempo/records/item/IUB SCo0jznkfILyQFZ4Hpig n] 52bPh..  10/2/2018
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Health Bomes Population and Enroliment Criteria
MEDICAID | Medicaid St Plan | Health Homes | RIZ01BMSEODED | RH1E-O0CE | Migrated_HH.CONVERTED Rhode island-2 Healih Home Services

Package Header

package ID  RiZUIBMSODDE0 ' SPAID RH1B-0D05 i
Submission Type  Offical Initial Stbmission Bate 626/2018 ‘ :
Approval Date  9/Z7/2078 Effective bate- 61/2018 i |
Superseded SPAID  RI- 6-0002-X
Systerm-Derived ‘ l
Population Criteria ; i

The state elects to offer Health Homes services 4 individials with : |

3 Two or more chranic conditions

T One chronic condition and the Fisk of rieveloping another \

7 One serious and persistent mengal health condftien Specify the riteria for a serious and persistent nrental health ! |
condition : !
Previously Health Home services were available to both indhviduals
with SPM! and: Shil as Jong as the center determined ihere was & need. .
AHDDH dedded to be more prescriptive in elighility for the bifurcated : ‘
jevals of service based on Hiness aculty. Therefore the following i | :
eiigibifity requiremernts were atdopted: i i

Clients giigible for IHH services will meet diagnostic and functional
eritaria established by the Department of Behavioral Healthcare,

pevelopmenta! Disabliities and Hospitals (BHDDH). The required > N

diagnoses are as follows: i

' Schizophrenia : ‘
Schizoaffective Disorder i

Schizold Personality Disorder
+  Bipolar Disorger
Major Depressive Disorder, recurrent
Obsesshe-Compulsive Disorder
+ Borderline Personality Disoroer :
+  Delusional Disorder i
v Psychotic Disorder

Mernbers will qualify for 1K and ACT based, in part on their scote.on
the Dally Living Assessmént of Functioning (DLA). Based on material
diseeminated at the DLA maining in November 2015, the average DLA
scores are interpreted a6 foliows:

5.1-6.0- Mild Impairments, minimal interruption in recavery
4.1-5.0-Moderate impairments in functionibg
2.9-4.0-5erious Impairment in functioning
L — - . — 2 1.3, b-Severs impaimment in fundioning

et e Ay e T

" 2 b-Extremely severe irnpairmerts in filnctioning

S T

Along with the estabiished disgnostic categories, BHDDH has
established the following guidafines for program assignment basad on
the dient’s DLA scoret

<3.0-ACT

>3,0-5.0-1HH

»L,0 - Outpatient

s e s

£ v e i

https://macpro.cms.gov/ snita/tcmpo/records/itemﬂUB9CoOj k{TLyQF9Z4Hpigini52bPlu.., 1 0/2/2018 ‘
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Health Homes Population and Enrollment Criteria
MEDICAID | Medicald State Plan | Health Homes | Rt201BMSBO0EC | Ri-18-D006 | Migrated_HH.CONVERTED Rhede 4slant-2 Health-Home Services

‘Package Header
Package iD REZ01EMS00060
Submission Type  Offical
Approval Date 972772018
Superseded SPA D RI-16-0002-X

System-Derived

Enroliment of Participants

Participation in a Health Homes ic voluntary, indicate the method
#he state will use to enrall sligible Wiedicaid individurals into &
Health Home

{1 Opt-in to Health Homes provider
@ Refarrl and assignment to Health Homes provider with opt-out

T Other (describe)

Page 17 0£48

SPA D RI-15DD0E
initial Submission Date  6/25/2018
Effective Date 6172018

pescribe the process wsed

Providers miust complets an enroliment form before enroliment is

entered into the

BHDPH portal. The member of the member’s authorized

Fepresentative must sign theform.

Every s {6) months, providers must atest to the fact that an

enroliment form was completed for 2 members. indhviduals =ssignad

1o & health harne will be notified by the state via US. mail and other
methods 25 necessary. The provider must retain the enroliment i
form in the member's record. The provider must also atach a roster of

all IHE and ACT 1
enroliees to each attestation form. BEDBH, EDHHS, and the MLOs

reserve the right to

request the enroliment form at any tdme,

-Wiermbers will be determined eligible for IHA or ACT services based on
the followng aiteria:

Members will quaiify for IHH and ACT based, in part on thelr score on :
the Daily Living :
Assassment of Functioning (DLA). Average DLA scores are irterpreted

as follows: ;
5.1-6.0 Mild Impairments, minimal interruption In recovery !
A.1-5.0-Modarate impaimments in funcioning
3.1-4.0-Serious \mpairmentin functioning

2 4.3.D-5evere Impairment in funciening
2.0-Extremely severe impairments in funcioning

Along with the established diagnostic ategories, BHDDH has
established the foliowing

guidedines for prograrm assignment

<30-ACT

»3.0-5.0 - HH

|ndividuals efigibie for heaith hore: services bit not currentiy enpaged i
with an [KH may be identified through data provided by Medicaid H
maraged care organizations (MCOs} and other information from the

https://macpro.cms.gov/ suite/temp

- Eﬁt&‘%MEéiEid-dmameUS&_NmmEmbeﬁwm be referred  a

i
2R 31y i
provider and assigned to 1HH or ACT after they have metthe il
dignastic criterls and the provider has submitted & compieted DLA TS
BHEDH. EOHHS and BHDDH reserve the right 1o review these
documents at anyfime.

& The state provides assurance that it wil dearly communicate the
individual's rightto opt out of the Health Homes benefit or to change i
Health Humes providers at any time and agrees 1o submit to CM5 & !
copy of any letter or communication used to inform the Individuals of ;
the Health Hpmes benefit and thelr rights to choose or change Health !
Homes providers or to elect notto receive the benefit !

Name . Date Created i

Medicaid redesign IHH and

ACT enroliment form 6729201 1:01 PM EDT E

ofrecords/item/TUB9Co0j kfILyQF9Z4Hpiglni52bPTu. .. 10/2/2018
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Health Homes Providers
MEDICAID | Mediczid Smre Plan | Heaith Homes l RI201BMSDDOED | R-1B-0006 | WgTEIEd_HH.CDN\’ERTED Rhode tsland-2 Health Home Saervices i i

Package Header i

package [0 RIZ01BMSOO0G0 SPAID RI-8-0006 i

Submission Type Offical Initial Submission Date 625/2018 ) I

Approval Date &/27/2018 Effective Date &/1/2018 !

Superseded SPAID R E-o002-X :
i

System-Derived 3

i

3

Types of Health Homes Providers

i Designated Providers

Indicate the Health Homes Designated Providers.the state
ineluries in its program and the provider gualifications and
standards- i ] |

3 Physiclans

{1 Ginical Prartices or Clinicat Groyp Practices

T3 Rural Health Clinics |
i

T Community Health Centers

& Community Mental+eaith Centers

j
Describe the Provider Qualifications and Standards ! |
H i
(CMHCs must be licensed a5 Communtty Mental Health Centers by i P
BRODH, cartifiet! as Health Home providers by BHDPH and curTently 3 I
providing Health Home services to the SM population. ‘ i
i
3 Home Health Agendes ; :
3 Case Management Agendies i |
= Communtity/Betizvioral Health Agendes ] ‘
1
3 Federafly Qualified Health Centers {FQHC) * i |
L
I3 Other (Specify) i I
s -
] Teams of-Health Care Professionals |
’ H |
i Health Teams ] |
b I
: l
et T T - __ E “
- : i |
! :
: ;
Y
: |

o on e bt e A kR gAYt A
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Provider infrastructure

Describe the infrastructure of provider arrangements for Health Home Services

Rhode Istand has st Community Mentz! Health Organizations {CMHOs), which alongwith two other providers of spedialty mental health-services

RI201BMSDO0E0 T SPA IR RMHED00B

Dffictal Initial Submissinn Date B/20/2018 ;
5/2772018 Effective Date  &/1/200E
R-1£-0002-X !
System-Derived !

form a statewide, fully Integrated, mental health delivery systemn, providing a comprehensive range of services to dients. Al'CMHDS and two :

spedialty providers

(Fellowship Health Resources, inc and Riverwood Mental Health Services) are ficensed by the stte under the authority of Rhoge island General
Laws and operate in accordance with Rules ang Regulations for the Licensing of Behavioral Healthcare Organizations. The sbx CMHOS, Fellowship
Health Resources, Inc. and Riverwood Mental Heaith Services, will serve as designated providers of CMHO heaith home services. The sk CMHOS, ;

Feliowship Health Resourtes, inc. and Fiverwond Mental Health Services, represent the only entlties that would
meet eligibility requirements as & (MHO heatth home. Each CMHO heslth homne is responsible for establishing an integrated service netwark :
statewide for coordinating service provision CMHO health homes will have agreements, memorandurrs of understanding, and linkages with other i

health care providers, in-patient settings and long-tarm care settings that spedfy requirements-for the establishment of coordinating

omprehensive Gre.

The health home teams consist of indhiduals with expertise in several areas, any team member operating within his or her scope of praciice, area

of expertise 2nd role or function on a health heme team, mey be called Lpon to ecardinate care as necessary for an individual, I

{ie., the blo-psychosodalassessment 2n only be conducied as desaibed under Care Managernens however, a community sappert professionat

operating in the role of 8 hospital lizison may provide transitonatcare, health promotion and individual and family support

sarvices, as an-example).

Seandards for CMHD hazlth home providers specify that each health home Indicate

how each provider will: structure team compasition and member rofes in CMHOs o achleve heaith home objectives.and outcomes; coordinate i

with primary care (which could indude co-location, embedded services, or the implementation of referral and follow-up procedures outlined in

memaranda ofundersznding); formalize refarral agreements with hospitals for comprehensive transidonz] care, and carmy out hazlth promotien i

activities.
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Supports for Health Homes Providers
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Describe the methods by which the state will support providers of Health Homes services in addressing the following components

1. Provide guality-griven, cost-effective, alturally appropriate, and person- and family- centerad Health Homes services
2 Coordinate and provide access o high quality health cre services nformed by evidence-based dinical practice guidelines
3 d health prometion services, nduding prevention of mental finess and substance use

. Coordinate and provide access to preventive an
disorgers

4. Coordinate and provide actess o mental health and substance abuse services

n

from & pediatric to an adult system of health care

pom

relsted needs snd services

10. Demonstate s capadty to use health information technology
hetween the health team and individual and family caregivers,
11. Establish a continuous gualtty improvement program, and. ooll
of care and chronic disease management on individ ual-level clin

at the population level

Description

CMHOswill participate In a variety of leaming suUpports, up to and induding learning collaboratives (which are not mandagory}, designed todnstruct

Coordinaie and provide access to chronic disease management, Including sel
Coordinate and provide access to individual and family supports, incuding referral to community, sodal
Coordinate and provide access to long-fEnmiare sUpports and services

5. Develop a person-centerat care pian for each individual that coordinates and integrates all

f-management support to individuals and-their famifes.
support, and recovery services

+o Yink services, facilitate compunication among team members and
and provide feedback fo practices, as feaslbie and appropriate !
ect and report on data that perTRiss an evaluation of increased coordination
ical outcomes, experience of are outcomes, and quality of care ouiromes

Coordinate and provide access W comprehensive care management, rare coordination, and fransitional care across setfings. Transitional

care inciudes appropriate foflow-up from inpatient to other settings, such as participation in discharge planaing and fadiiitating transfer

of his or her dinicel and non-clinical heslth-care &

CMHOs to operate as health homes (HHyand provide care using a whole-prson approach that integrates behavioral health, primary care and .

other needad services and supports, The foliowing components will be addressed: Provide quality-driven, cost-effective, cuiturally appropriate, and
& access 1o high-quality health care services informed by evidence-based dinlcal :
duding prevention of mental iness and substance use disorders, mental health 3
care coordination, and transitional care across setings {induding approprizte

discharge planning and fadlitating transfer froma pediatric t© an adult system

persan- and family-centered HH services; Coprdinate and provid
practice guidelines, preventive and health prometion services, in
and substance abuse services, comprehensive Care Management,
follow-up from inpatient to other seHings, such as participation in

of health care); Coordinate and provide access o chronic disease management, including sel-management support o individuals and their

families, indnvidual and farnlly supperts, induding referral to community,
services; Develop a person-centered-treatment plan for zach individual that oordinates an
heslth-tare related needs and services; Demonstrate capadity 1o use HIT to link servi

betwsen the HH-tearn and individual and family caregi
program to collect and report on data thet fadlitates &
individualevel dinical outcomes, experience of mre o

vers, ard provide feedback to practices,

utcomes, and quaitty of care outcomes at the pepulation level.

https://macpro.cims. gov/suite/tampo/rscordsﬁtem’lUB9C00j 7k fiLyQF9Z4Hpiglni52bPln...  10/2/2018
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Other Health Homes Provider Standards

The state's requirements ant expectations for Health Romes providers are as follows

Comprehensive Care Management

Fhe IHH ang ACT shall provide

1, Servire capacity and team

9 Acomprehensive and culurally appropriate healfh assessmert i used that yields both subjective and objective findings regarding the

consumer's health needs.

3. The consumer's treatment plan dearty identifies primary, spedalty, community retworks and suppors to address identifizd needs; aléng with

Page 21 of 48
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evigence of compliance with the fallowing:

composition; roles and responsiblities meet staffing requirements.

famnily members and other suppons involved In the consumer's care. i

4. A consumers treatment p

\an refecs the consumer's engagement level in goal setting, issue identification, seli-management action, and the

interventions to suppart seff-managemertt efforts t© airtain. heatth and weliness:

5 Service conrdination activities.use treatment guidelines that estabiish integrated dlinical care pethways for health teams to provide organized
and efficient care coordination acress sk levals or heslth conditions,

& The Program functions as

popllstion health status to determine sdherence or variance from recommended eatment guidesines.
7. Routine/periodic reassessment, using the Dally Lving Activities Sciie (DLA), conducted every 6 months at a miRimum, o indude

reassessment of the care man
goals,

& The Program assumes primary responsibility for psychotropic medications, induding administration; documentation of non-psychotropic
medications prescribed by physidans.and any mediction adherence, side effects, Issues etC.
g, The Program Uses peer supports-(certified Peer Recovery Specialists) and self-care programs 1o increase the consumer's inowledge about
their health care conditions and to improve adherence o prevertion and treatment activides.

10, Evidence that the outcam

results ang utifization of services to monitor and evaluate the impadt of intervertions.

Care Coordination and Heaith

The medical record shall provide evidence that

1. Each consurmer on the Program's team has a dedicated case manager who has overall responsibility and accountability for coordinating all
aspacts of the consumer's care.

the fixad point of responsibliity for-engaging and retzining consumers-in care and monitering indhvidual and

zgement process and the consumers progress towards meeting ciinical and persen-centered health action plan

& and evaluation tools being used by the health care team uses guality metrics, inciuding assessment and survey

Promption

2 A Program hes  relationship with the community rgancles tn its ozl ares. To that end 1t an provide avidence that the tase managers cah

comwerse with these agendes

3. AProgram faclitates collaboration through the estzblishment of relationships with all members of consumer's interdisciplinary health team.
4, Policies, procedures and actountshifities (contractual or memos of understanding agreements) have been developet to supportand define

Communiy-baset DrEanizations.

5. A psychiafrist or Advance

coordination af programt’s adtivities by developing and malntaining working relationships with primary and specialty care providers including
various Inpatient and jong-term care facilides.

& Protocol has been develp

Program's provider network to avoid unnecessary o inappropriate utilization of eergency roobm, inpatient haspital and instinrtional services.

7, The Progrants provider hes a system o track and share consumer's patient care information and cere needs across providers and to monitor
consumers outcomes and Inltiate changes n (are, a5 NeEssary, to address consumer needs.

8. 24 hoursiseven deys a week avaiizbiiity to provide information/emergency consultation services to the consumer.

Comprehersive Transitionat Care

The consumner's medical record shall provide evidence that

1. A Program's case miEnager is an active participant in all phases of cre transition, induding Hmely access to foliow-up care and post-hospital

discharge (see metvics).

2. The Prograr's provider has poficies and procegures in place with local practitioners, health facilities including emergency rooms, hospitals,

_ the roles and responsibilities for effective colleboration between primary care, specialists, behavioral health, long-term services and supports and

|

b

on an as-needed basis when there are changes in 3 consumer's cendition. i
i

'

i

d Pracice Registered Nurse [APRN) /NLrse Practitioner provides medicat ieadership to the Imp\ementéﬁ;h and

ped for priority appointments far Program’s consumers to behavioral health providers and services, and within the

residential/renablifation settings, and community-based services, to help ensure coordinated, safe transitions in carz. :
3. A notffication system ls+in place with Managed Care Organizations to notify the Programs of & consumers admlssion and/or discharge from .
an emergency room, inpatient unit, nursing home or residentialirehabilitstion fadiity. :

hitps://macpro.cms.gov/
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4. The Program coflaborates with physidans, nurses, social warkers, discharge planiners, pharmadists,_ang others to rantinue implementation of
the treatment plan with a specfic focus on increasing the consumer's ability 1o self-mange care ang live safely in the community.
5. Care coordination is used when transitioning an individual from jail/prison into the COMMUNITY.

tndhvidual and Family Support Services
The cersumers medicat record shalt:

1. incorporate, throlgh the consumers reatment plan, the consumer and family preferences, education, support for self-managemeant, self-
help, racovary, and other resources as needed to implement the consumer's health action poals.

7. identify and referto resources hat support the consumer in atteining the hignest fevel of health and functioning thieir families and in the
cormmuriity, including ensuring transportation to and 4rom medically necessary services, .

3. Demonstrate communication and infarmation shared with consumers and their families and other caregivers with appropriate consideration
of languege, activation leve!, literacy and rultural preferences.

Chronic Condition Management and Population Management
The consumer’s medical record shalt

1.  identify avalizble community-based resources discussad with consumers and evidence of actively managed appropriate referrals,
demonstrate advocating for access 1o care and services, and Include evidence of the provision of coaching for consumers 1o engage in self-care
and follow-up with required services. . .

2. Reflect polides, procedures, and accountebiites (through contractual or memos of understahding affiliation agreements or guality service
agresments) fo support effective collaboration with comnanity-based respurces, which diearly define roles and responsibilities.

Name Date Created

No items avallable
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System-[xerived
Jdentify the service defivery system(s) that will be used for individuals receiving Health Homes services
L7} Fee for Service |
pecm

. Risk Based Managed Care

The Health Planc willbe a provide a stxmmary of the contract language that you will impose
Designated Provider or part on the Health Fians in order to defiver the Health Homes services 1
::;::::ﬂjs“ea‘m tare The lanpuage induded in the rontract befween ECHHS 2nd the MLOs : ' .
addressas the goals of the program, patient efigibility, provider '
& Yes eligiblitty, descriptions of core functions and responsibilifies of !
- . IMB/ALT providers, assessTnent and reporting reguirements. i
~ Ne descriptions of services, and MCO resporsibiifies. Managad Care

contracts will alse inciude a description of the pyment arrengement
between the state and the MCO. MCO responsibliities inclade
comtTactingwith HHs o serve their members, coordinating care with
the member's use of other MEQ covered services, referding other MCO
. members who mest the enroliment criteria to Health Homes,

| . providing HH with reporting fo fadiitate the coordination of medical®

| ; and behavioral heslth care, use utilization date (inpatient admissions,

: readmissions, ER visits, and Pharmacy reports) aiong with predictive
models to Identify membears with new health risks to share with Health
Homes, oversightto nsure contract requirsments are being met,
asslet the HHs with identifying necessary components of metzric
reporting, adhere to the reparting date requirements based on a
reporting calendar, adhere o continuity of care requirements,
incduding maintenance of relatonships hetween members and

_reating providers (including beneficiaries wrensitioning into the :
managed care organization), holding the member harmiess, and” : .
ensure that the HHs are submitting HIPAA compliant daims data far i '

. cervices deliversd under the IHH and ACT bundles,

_ R . . For MCO enrollees active with SH/ACT, the MCO will iaverage the aare

: Tmanagement provided at the Heatth HEme arid will not duplicate

cervices, The MO will work collaboratively with Health Homes to
ensure alt the member's needs are met.

,,,,,, . R e - FZ ‘The State provides assurance thatary contract requirements

T gperifieg W this section will be inclutizd irany- Bew-or the nexd-contract |
amendmant submitted to CMS for review,

Name Date Created

Ne iterns avalisble

The State infends to indude the Health Home payments in the
Health Plan capitation rate

® Yag
2 Mo

E : Assurances

[
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# The State provides an
assUTance that at least anndaly,
it will submit to the regional
office s part f their capitar=d
rate Actuarial certfication-a
separate Health Homes section
which outlinas the following:

+ ANy program changes
based on the inclusion of
Health Homes services In

the hesith plan benefits

« Estimates of, or actual
{base) costs fo provide :
Health Homes services

{inciuding detafied &
desciption of the data
used for the cost
estimates)

+ Assumptionson the
expeced utfiizstion of
Health Homes services
and number of eligible
benefidaries {including !
detailed description of i
the data used-for
utilization estimates)

+ hny risk adjustmants
made by plan that may
be different than overall
risk adjustments

+ How-the final capiation .
amouRtis geterminedtn |
sither a parcent of the
toml @pitation or an
actual PMPM

i The State provides
assurance that it will design &
reporting systern/mechenism to
monitor the use of Health
Homes services by the plan
ensuring appropriate
dormentation of use of
services

2 The State provides
assurance that it will complete
2h annual asseEsmert o ;
determine if the payments : .
delivered were suffident to
cover the costs to deliver the
Health Homes services and
provide for adjustments in the
ates 1o COMpensate fof any
differences found

e A A e £ e A e

5 Other Service Delivery System

Attt
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Payment Methodology

The State's Health Homes payment methodology will contain the following features
57 Fes for Service
T individual Rates Per Service
% per Member, Per Month Rates

! Comprehensive
Methodology Induded in the
Pian ) Severity of each individual's

chronic conditions

& tee for Service Rates based an

& Capabllites of the team of
health re professinnals,
designated provider, o health
team

T Other
7 incentive Payment Reimbursement

Describe-any variations in  Per Diem Rate © CMHO for integrated Health Home (IHH) and Assertive Community Treatment {ACT)
payrment based on provider
gualifications, individual care 1. Providers must be Communty Mental Health Centers.or other private, not-for-profit providers of
needs, or the intensity of the mental health services who are licensed by the Rhode island Department of Behavioral Healtheare,
services provided Develepmental Diszbilities and Hospitals (BHDDH).

2 Al providers must conform to the requirements of the curTent Ruies and Regulations for the Licensing
of Behavioral Healthcare Organizations, and all other appticable state and focal fire and safety codes and
ordinances.
3 providers must agres to contract and accept the rates pald by the Managed Care Organization as
established with the Executive Office of Health and Human Service {EOHHS) and BHDDH as thesole and
complete payment.in full for services. delivered t benefidaries, except for any potential payments made
from the benefitiary’s applied Income, authorized co-payments, of cost sharing spand down debiltty.
4, Providers must be anrolied in the Rl Medicaid Program, have a contract with the Managed Care
Organizatichs and agree © meet all requirements, such as, jmely access to tare and matching benefidaries
service needs. .
5. The State wil not indudethe cost of room and board or for non-Medicaid services as & component of
+he rate for services authorized by this section of the state pian.
E. The State will pay for services under this section on the basis of the methodology described in the
saction titled "Basis for [HH Methodology™ of this document.
7. The amount of time aliocated to 18H and ACT for any individua! st rmember is refiective of the actual
fime that staff member is expected to spend providing relmbursable [HH and ACT services © Medicaid
redplents.
. Providersare required to collect and submit complete encounter data for all IHHACT daims on a
monthly basis ulizing standard Meditald coding and units in an electronic furmat determines by EOHHS,
BHDDH and Managed Care Organizations, The state will conduct an analysis of the Gata to develop recipient
profiles, study service patfems, and analyze program costs vs. services recetved by recipients, for potzntial
adjustments fo the case rate aswell as for consideration of alernative payment methodologies. Analysis wil
be conducted at jeast annually.
6. The State assures that HH and ACT services under this siubmission will be separate and distinct ang
that dupiicate payment wil not be made for simnilar services avaliable under other program autharities.
10, The base retes were set as of January 1, 2016 and are described below.

Staffing Mogel and Rates for ACT
ACT/High Acuity Team:
12,75 FTEs v_PKG_1 Team Census
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FTE = 35 Hour Work Wesk
Program Steff FIE Cost/HE
Total Cost
program Director (BCSW, LMAHT, LMFT, LCDP, RN} 1 $6E,000 68,000
Registered Nurse 2 $66,000
$1532,000
Master's Level (inician 1 $60,000
$60,000
Vocational Specialist, Bachelor's tevel 1 $44,000
$44,000
Substance Abuse Spedlalist, Bachelor's level 2 $44,000
$88,000
CPST Spedlalist, Bachelor's lavel 4 §47,000
£164,000
-Peer Specialist 1 $41,000 $41,000
Psychlatrist 0.75 $230,000
$172,500
Fringe at 30%
$230,850
TotatSaizres & Fringe
41,080,350

indirect/Administrative Costs induding Rertt, Uiiities, Facility Maintenance, Program Supplies, information
Technology (EHR, Hardware, Phone), Daia Collection (e Use of RNL, Coliection of Dutcomes), Quality
improvernent Staff, Health Information

Total Adminisirative and Operating Expense @52%

4520,182

Alf Cost Total Annual

51,520,532

Base Rate (Monthly Unit}

1267

salaries are hased on mean of Ri Department of Labor Occupatienal Statistics

The following is a list of allowable services for ACT
A Service Coordination/Case Management
B. Crisls Assessment and Intervention
C Symptom Assessmeit and Managemnent
[, Medication Prescriptian, Administration, Monitosing and Documentaton
“E Dual Diagnosis Substance Use Disorder Services
¥, Work-Related Services
G. Servites to support activities of daily iving in community-based settings
H_Sogaiinterpersonal Relationship and Letsure-Time SKill Training
|. Peer Support Services
1. Dther Support Services—Support servites or direct assistance to ensure thet dients obiirthe basic
necessities of dafly life, including-bist not limited
1. Medical-and dental services
2 Safe, dean, affordable housing
4, Financlal support andfor benefits counseling (e.g, 551, 55D, Food Stemps, Section &, Home Energy
Assistance}
4. Social service
%, Transportation
&, Legal advotacy and representation K Education, Support, and Consuitation to Clents’ Families znd Other
Wgjor Supports

11, Basisfor IHH Methodology for IHH:
The process is based o a CM5 approved methodology that utfiizes reliable estimates of the actual coststo
the provider agendes for staff and operating/support and then feeding those costs into a fee rodet. The
process also included the development of 2 standard core IHH team composition ant suggestad caseload
based o estmates of svaiiable staff hours and chent nesd. Aexibility 1s given to the providers for the costs
of the entire team. Ten positions are noted a5 core expectations that consists of one (1) Master's Jeval
cobrdinator, two (2) registered nurses, one (1) hospital liaison, five 15} CPST spetalists and ehe (1) pagr
spedailst
Agencies will also be able 1o flex staff by need to certain teams. Agendes are still aceouniable to the entire
number of staff, cost and selzries for all pasiions for Health Homes of the agency. Any deviation from the
mods! must have dlinical and finanial justification that is approved by BHDDH, the state Mental Health
Authority. The goal 1s to give providers fiexibility so that providers are able to manage the tam o obtzin the
butComes,
Staffing Mode! {per 200 clients):
Title
FTE
“Wasters Level Program Director
1
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Registered Nurse !
2 H
Hospital Liaison

1 !
CPST Spediallst |
&6 :
Peer Spedallst

1

Medical Assistant
1 {optienal)

IKH : i
OCCUPANCY :
¥_PKG_1.0%

CLIENTS

200

Program

Siafts

Qualfications: FTE ! :
Cost/FTE  TYotal Cost i !

Master's Level Coordinarar
1.0. $78,877 $78817

Registered Nurse H
2.0 $B1,500 $163,000 :

. |
Hospital Liaisan 1.0 ‘
$44200 $44.200 : ‘

CPST Specialist BA
£.0-$44,200 $265,200

Peer Spedallst 1.0
$43,711.00 $43,711.00

Medical Assistant
1.0 $38,360 $39,360

$634,288 |

120
Fringe included in base cast)
0

Totl hase staff cost .
3634288 ‘

Total alt staff cost
$634,288

Totzl administration and operating at stete average
59% $374,230 !

Totl all costs :
1,608,518 : . |

PMPM
$420.22

Al CMHDs will be required to report to the MCOs and RI Mediczatd on a quarterly basis on 2 set of required

metrics. EOHHS and BHDDH support the importance of standardized reporting bn outcome measures to s

ensure providers are increasing quality so dients make gains in overall heaith. : i
Providers not meeting performance targets shall submit cormective action plans describing how full , :
compliance will be accomplished. BSDDH and EOHHS will monitor progress and compliance with corrective

artion plans, fimprovement is not detected, these rneasures will be added to the following year's :

measures. :

T pcem tdescription Included in Senvice Delivery section)

" risk Based Managed Care (description Incluged in Service Delivery section)

S Tiered Rates based on
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& Adternative models of payment, othar than Fee for-Service or
PMPM payments (describe balow)

Deseribe any varfations in
payment based on provider
guaiifications, individual care
needs, or the intensity of the
services provided
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T severity ofeach indwvidual's
chronic conditions

&% Capabiiities of the team af
health care professionals,
designated proviger, or health
team

T3 Othar

Per Blem Rate to CMHO for
Integrated Health Home (IHH)
and Assertive Community
Treatment (ACT)

1. Providers must be
Community Mental Health
Centers or other private, not-for-
profit providers of mentzl health
sarvices who are licensed by the
Rhode Isiand Departmeant of
Behavioral Healthcare,
Developmental Disabilities and”
Hospitals {(BHDDH).
2. Al providers must conferm
o the requirements of the
current Rules and Regulations
for the Licensing of Behavioral
Healthrare Organizations, and
all other appliczble state and
jocat fire and safety codes and
ordinances.
3, Providers must agree to
contract and accept the rates
paig by the Managed Care
Organization a5 estabilshed with
the Executive Office of Health
and Human Service ([EOHHS}
and BHDDH as the sole and
complete payment in full for
senvices delivered.to
beneficiaries, except for any
potential payments made from
the benefidary's applied
Income, authorized co-
payments, or cost sharing spend
down liabifity.
4, Providers must be enrolled
in the RI Medicaid Progratn,
heve 2 contract with the
Managed Care Organizations
and agree to meet all
requirements, such as, timely
acress o ware and matching
beneficiaries service needs.
5 The Stte wili notindude
the cost of room 2nd board or
for non-Medicaid services as a.
componert of the rate for
senvices authorized by this
saction of the state plan.
£ The State will pay for
services under this section on
the basis of the methedoingy
desgribed in the section ttled
*Basls for HH Methedology” of
this document.
7. The amaunt of time
allocated 1o IHH and ACT for any
individual s=ff member 1o
refilective of the actual time that
staff member is expected to
spend providing reimbursabie
IHH and ACT services to

i
;
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Iedicaid recpierts.

8 Providers are required
collect and submit complete
encounter dats for all IRH/ACT
claims on & monthiy basis
utilizing smndard Medicald
coding 2nd units in an electrenic
format determined by EDHHS,
BHDDH and Menaged Care
Organizations. The state will
conduct an analysis of the data
o develop redpient profiles,
sy service patierms, and
analyze program costs v
services receivad Dy-redplents,
+or potential adjustments to the
e rate as well as for
ronsideration of alternative
peyment methodologies.
Anafysis will-be conducted at
jeast annually.

9, The State essures that IHH
and ACT sarvices under this
submission will be separate and
distinet and that dupliczte
payment will not be made for
similar services avallable under
other program authorities.

10, The bese rates weare set as
of January 1, 2016 and are
described below,

staffing Model and Rates for
ACT

KCT/High Aodity Team:
1275 FTE v _PKG_1 Team
Census

FTE = 35 Hour Work Week
Program Staff FTE Cost/FTE
Total Cost”

Program Director (LICSW, LMHC,
LMIFT, LCDP, RN) 1 $68,000
468,000

Registered Nurse 2 $66,000
$132,000-

Master's Level Clinfcian 1
$&80,000

$60,000

Vocational Speclatist, Bachelor's
level 1 $44,000

44,000

cubsmnce Abuse Spedalist
Bachelor's ieval 2 $44,000
$BE,00D

CPST Spedaiist, Bachelor's level
4.$41,000

$164,000

Peer Specslist 1 $41,000
541,000

Psychiatrist 0.75 $230,000
$172,500

Fringz at 30%

£Z30,R50

Total Salaries & Fringe
£1,000,350

Indirect/Administrative Costs
inguding Rent, Utiiitles, Fadlity
Maintenance, Program Suppiles,
Informiation Technology [EHR,
Hardware, Phone), Data
Collection (e x Use of RNL,
Coliectdon af- Dutcomes), Quaity

1
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improvement &, Health

Informatien i
Fotal Adminisrative and H
Operating Expense @52% H
$520,782 H
All Cost Totat Annuil 1
$1,520,532
Base Rate (Monthly Unit)
£1,.267

Salaries are based on mean of Rl
Department of Labor
Dcrupational Statistics

The following is & list of
allowable services for ACT:
A_Serviee Coordination/Case H
Management

B. Crisls Assessment and
Intervention

C. Symptom Assessment and
Management

b. Medication Prescription,
Adminisiration, Monitoring and’

Documentztion H
£ Dual Dlagnesis Substance sz §
Disorder Services
F, Work-Relatad Services

G. Servicesto support activities 3
of daily living in commiunity-
based settings - H
H. Social/interpersonat
Relationship and Letsure-Time i
Skill Training

L. Peer Support Services—
1. Other Support Services—
Support services or direct H
assistance to ersure that dlents «
obtain the basic necessities of
datly Iife, including but not
limited to:

1. Medical and dental services
2 safe, clean, affordable
housing

3. Finanda! support and/or
benefits counseling (&g, S5, H
S50, Food Stamps, Section &, H
Homne Energy Assistance) i
4, Social service ’

5. Transportation

6, Legal advocary and
representation K Education,
Support, and Consultation to
Ciients’ Families and Other
Major Supports

11. Basie for IHH Methoriology
for IHH:

The process is based oh 5 CMS
approved methodology that
utitizes reliable estimates of the
actual costs o the provider
agencies for staff and
operating/support and then
feeding those costs Into a fee 3
model. The process also i
included the developrment of a i
standard rore IHH team
compesition and suggested
ceseload based on estimates of
avallable staff hours and dient
need. Aexibillty s given o the
providers for the costs of the

e A e AR Ba TA AO AR ks
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entire team Ten positions are
neted as core expediations that
consists of one (T} Master's javel
coordinator, two (2) registered
nurses, one (1) hospital lizison,
five [G} CPST speciafists and one
{1} peer spedalist !
Agencies wil also be able 1o fiex
staff by need to certain tzams. : !
Agencles are still accountable
the entire number of staff, cost
and salaries for all. postsons for
Heaith Homes of the agency.
Any deviation from the model
must have ciinical and finandal |
justification that is approved by
BHEDH, the state Memtal Health
Autharity. The goal Is to gve !
oroviders fiexibility so that i
providers are able to manage
the team to obtain the
outtomes.
staffing Model (per 200 clients):
Title
FTE :
Master's Level Program Director
|
Registered Wurse
Z
Hospital Usison
1 .
CPST Speciallst :
56 i
Peer Specialist 3
; i
Medical Assistant l
1 {optional) | i |

i

i

i

1

1

1HH

OCCUPANCY

v_PiG,1.0%-

CLIENTS

200

Program

Staff.

Qualifications: FTE
Cost/FTE  Total Cost

Master's Leve] Coordinater
1.0 $78,817 $7RBIY

Registered NUrse
2.0 $81,500 $163,000

Hospltal Liaison 1.0
$44,200 $44.200

CPST Spadialist BA
£.0 $44,200 $265,200 !

Peear Spedalist 1.0
$43,711.00 $43,711.00

Medical Assistant
1.0 %35360 $25,360

$634,288
120

Fringe {included in base cost)
]

Total base st&ff cost H |
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$h34,288

Tota! allstaff cost
$B634,2B8

Total administration and
operating at state average
50% $374,23D

"Total all costs
41,008,518

PMPM
5420022

Al EMHOs will be required to
reportto the MCOs and Rl
Medicaid on a quarterly basis on
2 sat of reguired metrics.
EDHHS and BHDDH support the
importance of standardized
reporting on OWfCome MEeasures
1D BRSUTE providers are
increasing quslity so dients
rmake gains in overall heakh
Providers not meeting
performance-targets shall
submit corrective action pians
describing how full- compliance
will be accomplished. BHDDH
ang EOHHS will monitor
progress and-compliance with
rorrective action plans. K
improvement is pot detected,
these measures will be added to
the following year's measures.

"Provide a comprehensive deseription of the policies the state will
use to establish Health Homes alternative modelsof payment.
Explain how the methodology is consistent with the goals of
efficiency, economy and guality of care. Within your descriptioh,
please explain the nature of the payment, the activities and
assnriated costs or other relevant factors used to determine the
payment amount, any imiting oriteda used to determine if 2
provider is eligible to receive the paymest, and the frequency
and timing through which the Medicaid agency will distribute the
payments to providess.

‘SeeTesponse to above.

PSSP

4
3
1
i
3
H
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Health Homes Payment Methodoiogies
MEDICAID | Medicaid State Pian | Health Homes | RIZD1BMSDDOEC | RH18-D00E § Wigrated_HH.CONYERTED Rhode [sland-2 Health Home Services Ty

Package Header

Package 1D RI2018MS00DE0 SPAID R-18-D005 i
Submission Type Official initial Submission Date 6/29/2018
Approval Date 5/27/2018 Effecttve Date 67172018

Supersedat SPAID  RI-16-0002-X
Systerm-Perived

Agency Rates

Describe the rates used
£ FFS Rates inchuded in plan
& Comprehensive methodology induded in plan i

£3The egency rates-are set & of the following date and are effective for services provided on or after that date

i
;
i
i
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Health Homes Payment Methodologies
MEDVCAID | Medicaid Sizte Plan | Health Homes | RI2018MSO0D60 | RE1E-DDDE | Migrated_HH.CONVERTED Rhode isiand-2 Health Home. Sanvices

Package Header
Package 30 RI2071EMS0D060 SPAID RIFB-DOOE
Submission Type Official Initizl Submission Date 672972018
Approval Date 97272018 Effective Date 6/1/2018

superseded SPATD Ri16-0002-X
SysterDerived

Rate Development

Provide a comprehensive description in the 5PA of the manner in which rates were set

in the SPA please provide the cost datz and assumptions that were used to develop each of the rates

Please identify the reimbursable unfs) of service

Plazse describe the minimum lavel of actvities that the state agency requires for providers to receive payment per the defined unit

Plaase describe the state's standards and process required for service docurentaton, and

. Pizase desoribe inthe SPA the procedures for reviewing and rebasing the rates, induding

< the frequency with which the state will review the rates, and

. the factors that will be reviewed by the state in orderto understand H the rates are economic and effident and suffident m ensure
quality servires.

v N

Comprehensive Description  See description of rate development above.

AT e
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Health Homes Payment Methodologies

MEDICAID | Medicald State Plan | Health Homes | RI201 BMSDODSO) | RI-1B-DAGE | Migrated HH.CONVERTER Rhode island-2 Health Home Services

Package Header

Packape ID  RI2018M500060 SPAID RE1B-DO0G
Submission Type Official initial Submission-Date &2572018
Approval Date  5/Z7/2018 Effective Date §/1/2018

Superseded 5PA ID R-1E-0002-X
Systetn-Darved

Assurances

% The State provides assurance that it will ensure nor-duplication of payment for senvices similar to Health Homes services that are
offered/caverad under & different swatutory authority, such as 193 5(0) waivers or targeted case- management.

Describe below how nen- To avoid duplication of payment for sirmilar services, the State has employed an or-fine portal developed by
duplication of payment will be Hewlett Packard Enterprises that validates the dates of enroliment In Health Home programs. Providers

achievad must enter dient data into the onine portal, if the client is already = chent of another Health Home

program, inCluding Opiate Treatment Heaith.Home or zh Assertive Community Treatment program, the :
portal wili give them an error message. This provides the State with assurances that duplicate programming  +

and billing does not bcaur,

i The stete has developed payment methodologies and rates that are consistent with section 1902(a)(304A).

FThe State provides assurance that all governmental and private providers are reimbursed according 1o the same rate schedule, uniess

otherwise described above.

i The State provides assurance tha it shall reimburse providers directly, except when there are empicymeant or contractual arangements

consisent with section 1902{aX32).
Optional Supporting Material Uptozad

Name Date Created

No itemns avaflzbie

https:/imacpro,cms.gov/mzite/tcmpo/recordsﬁtsmﬂUB9CosznkE]LyQFQZ4Hpiq§nj52bPIu_..
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Health Homes Services

MEDICAID | Medicaid State Plan | Health Homes | RIZE1BMSBDDED | RI-18-0006 | Migrated_HH.CONVERTED Rhode tstand-2 Health Home Services

Package Header

Packape b RI207BMSDODSD SPAID RI-18-D006
Submission Type Official initial Submission Date 6/28/2018
ApprovalDate 9/27/2018 ' Effective Date G/1/2018

Superseded SPAID  Ri-16-0002-X
System-Derived

service Definitions

provide the state's definitions of the following Health Homes services and the specific activities performed under each service
Comprehensive Care banagement

pefinition

Comprehengive care management services are conducted with an individual and Invalve the identfication, development and implementation of
treatment plans that address the needs of the whale person., Family/Peer Supparts can also be induded In the process, The service involves the
development of a freamment plar besed on the compietion of an assessment. Health Home staff will adiust treatment plans 25 changes In status
and conditions dictate. A particular emphasls is the-use of the multi-disciplinary teams incduding medical personnel who-may or may hot be

directly employed bythe provider of the health home, The redipient of comprehensive care management is an individual with complex physical
and behavioral heaith needs. .

Describe how Heaith information Technology will be used to fink this service in a comprehensive approach across the care continuum

The State implémented Curtent Care via the State Health information Exchange (RIQN. CurrentCare aliows suthorized providers to see thelr
clients health information using secure technology. CurrentCare fefs authorized providers view cllents’ hazlth information from different doctors,
“hespitzls and iaboratories, which results in far more certainty and safety, less paperwork and greater satisfaction all around, The Stzte Is also in
the process of providing 2 caremanagemest dashboard that wili send real time alens of inpatient and ED visits to CMHCS, This dashboard was
developed by RIQ! 2nd is being purchesed through the SIM Initiative to inrease the capadty of CMHOs {the only providers of THH and ACT
services) fo be responsive to inpatient utilization by their<dilents.

Scope of service

The service can be provided by the foliowing provider types

2 Behavioral Health Professianals or Specialists Description

Qualified Behavioral Health S}:ec‘lalistswiﬂ conduct initial bio—
psychosocial assessments and work with patients and other teem
members to develop care plans. Case Managers will be responsible
for ensuring adherence to the plan, engaging famlly members and
other supporis, and monitoring cutcomes, and thus have primary
responsibility for this activity. Case managers will-assist patients in
ateessing other specialized care, encouraging patients m keep
appointments and follow through with care recommendations.

Behavioral Health professional shall have the following gualifications
be a Licensed Independent Practitioner; Licensed Chemical
Dependency Supervisor; Licensed Chermical Dependency Professional,
or Certified Co-Otcurring Disorder Professionals-Diplornate, or
Certified Co-Oreuming Disorder Profassional who has complered a
Clinical supervision Course approved by the Department or be a
Clinician with a reievant Masters degree and licenses, at jeast 2 full
years of 8 Registered Nurse with ANCC certification as a Psychiatric
and Mental Heaith Nurse with 2 years' experience. Each professionally
licensed staff shall have a current license to practice.

Within the organization 1o less than 50% of the staff will hold a Rl
license in behavioral hesith clinical specialty with cartification In
chemical dependency from a nationally recognized entity or shall be
litensed chemica! dependency spedalists, or certified co-occurming
disorder professionals or Diplomate, the remaining 50% will be actively
angaged In the process of meefing the requiremerts.

T Nurse Practitioner

{1 Nurse Care Coordinators

bttpsy//macpro.cms.gov/! mﬁtc/tempo/records/item/lUB9CoOjznl-.:ﬂLyQFQZ4Hpqunj 52bPhw.. 16/2/2018
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2 Nurses

Page 37 of 48

Description

As part of the muli-disciplinary team, nurses will assist in the

development of the are plan, Nurses wil regularly coordinate with :
other healthcare providers and establish routine communications. i
Nurses will continue to assess patients throughout treatment and .
monttor progress In achieving haaith tare plan goals.

[ madical Spediallsts

& Physicians Pescription
Physicians review assessments and treztment plans and mest as
necessary with Health Hoime partidpants. Physicians are cenmal © the
treation of the care pian and lead tearms to identfy need for '
specialized care. Physicians preseribe and monitor medication and are ¢
avaiiable to consult with all other providers, !

% Physician's Assistants
T Pharmadists

3 Sotial Workers :
T vortors o% Chiropractic

[l licensed Compiementary and altemative Medicine Practitioners
£ Dieficians

i Nutritionists

3 Other (specify) Co ;

Care Coordination

Definftion

The (HH team supports Its corsumers as they participate In managing the cre they receive Interventions provided under IHH may include, but are
not limited 1o

«  Assisting in the development ef symptom self-management, communication skills, and appropriate soclal networks to assist clients in gaining
effective control over their psychiatric symptoms,
. Provide health education, counseling, and symptor management +o enable dientto be knowledgeabie in the oversight of chronic medical
lness as advised by the dients primary/specialty medical team;
. Maintaining up-to-date assessments and evajuations necessary to ensure the tontinuing avallability-of required services;
+  Assisting the ciient in locating and effectivaly utilizing 2} necessary medical, social, and psychiatrictommunity services;
. Assisting in the development anrd implementation of a plan for assuring client IncomeTnaintenance; inch:ding the provision of both
supportive counseling ahd probiem-forused interventions in whatever setting is retjuired, to enable the client tu manage their psychiatric and
medical symptoms tedive in the community, This indudes;
. Provide a range of support services or direct assistance 1o ensure that cdlents obtzin the basic necessities of daily Iife; induding but not

" petessarily limited to: finanda! supportand/or bepefits counseling- - R
« Teach money-management skills {2 & budgeting and bill paying) and assist dient assessing financial services (2.g. payeeship etc).
. Develop skilis related to refiable transportation {help obtain driver's icense, arrange for abs, finds rides). )
. Provide individual supportive therapy (e-g. problem solving, role playing, modeling and support], sotial skill development, and assertive
training to increase chent sodal and Interpersonal ecivities n community settings) e.g. plan, structure, and prompt sodial end leisure activities on
avenings, weekends, and holidays, incluging direct supportand coaching.
. Assismnce with other activities necessary to malnizin parsonal and medical stability in a community setting and to assist the dient to gain
mastery over their psychiatfic symptoms or medical conditions and disabliities in the context of daily lving. For exarmple:
+ support the dlient to consistently adhere to their medication regimens, espetially for dients-who are unable o engage due to symptom
Impairment issues,
. Accompanying cientsto and assisting ther &t pharmades o obizin medications,
+ Accompany consumers o medical appointments, facilitate medical follow up.
+  Provide direct support and coaching o heip clients sodalize - sFudure clients’ time, increase sodal experiences, and provide opportunities to
practice social skills and recelve feedback and support.

The [MH team wilf condutt the necessary analysis related to how well they are managing entire populations, based on measurable health
outcomnes and utilizetion, This informatian helps IHBs improve their care delivery system, to the benefit of each HH dients receiving care.

pescribe how Health Irformation Technolagy will be used to fink thic service in a comprehensive approach across the care continuum

The Seate impiemented Current Care via the State Health Information Exchange (RIQN, CurrentCare allows authorized providers to sae thelir
dients’ health informetion using secure technology. CurrentCare lets authorized providers view clients' health information from diferent doctors,
hospitals and laboratories, which results In far more certeinty and safety, less paperwork and grester satisfattion all around. The State is aiso In
the process of providing 2 are management dashboard that will send real time alerts of Inpatient and ED visits to CMHCS, This dashbeard was H
developed by RIQ! and is being-purchased through the S Initiative to Increase the caparity of CMROs {the anly providers of IHH and ACT
services) to be responsive to inpatiert utiization by their lients,

https://macpre.cims.gov/ suite/tempo/records/item/1UB9Co0j mk{ILyQF9Z4HpigInj52bPTu..  10/2/2018
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Scope of service-

The service can be provided by the following provider types

Y Behavioral Hezlth Professionals or Spedalists Description

The position with, prirary respansibility for this servicewll be ase
marnagers. Cese Managers are responsible for conduding care
coordination activities across providers and settings. Care coordination
involves case management necessary for Individuals v access medical,
social, vocational, educational, as well as other individualized
supportive services, inciuding, but not limited to: Assessing support
and sanvice needed to ehsure the continuing avallabiity of reguired
services; Arsistanre in accessing necessary health care and follow up
care and planning for any recommendations; Assessment of housing.
status and providing assistance In accessing and maintaining safe and
affordable housing Conducting outreach to family-members and
significant others in order to maintain individuals cannection 1o
services, and expand social network; Assisting I locating and
effectively utilizing all necessary commurity services in the medical,
sorial, legal and behavioral hesith care areas and ensiring that all
sarvices are coordinated, and; Coordinating with other providers ©
monitof individugls® heaith stetus, medical conditions, medications and
side effects.

' Behavioral Health, professional shall have the following quaiifications:
be a Licensed Independent Practitfonen Licensed Chemical
Dependency: Supervisar; Licensed Chemical Dependency Professiona L

_of Certified Co-Orourring Disorder Professionals-Dipiornate, or

Certified Co-Occurring Disorder Professienal who has completed 2
Clinical supervision course approved.by the Deparimernt or bea
Clinician with & refevant Master's degree and licensed, atieast 2 full
years or & kegistered Nurse with ANCC certification 2¢ 2 Psychiatric
and Mentz! Health Nurse with 2 years' experiance. Each professionally
licensed staff shall hiave a arrentlicense to practice.

£ Nurse Practitioner

¥ Nurse Care Coordinators
5 Nurses

T Medical Speciaiiss

% Physicians

£t physitian's Assismnts

[T Pharmacists

i1 Sodal Workers

T3 podtors of Chiropractic
| jrensed Complementary and altemative Medidne Practitioners
[ Dieticians

3 Nutritionists

[ Other (specify)

Health Promotion
Definition

Each diient will be assigned a primary ase manager who coordinates and moniters the activities of the Individual treatment team and has primary
responsibiiity to write the person-centerad treatment/care coordination plan, ensure plans are revised as necessary, and advocate for dient righis
and preferences. The case manager will collaborate with primary and spedalty care providers as required, Additionafly, the case mianager will
provide medica! education to the client (e.g. aducating through written traterials, sl

The {HH team is responsibie for managing elients’ access to other heslthcare providess and to act as 2 partner in encuTaging compllance with
treatmnent plans established by these providers. Health promotion activities are dalivered by the team t engage dients in addressing healthy
Iifestyles and include services such as smoking cessation, nutrition, and stress management. The Managed Care Organizations {MCOs) and

Page 38 of 48

ratmmn e

3
i

:
i
1

https://macpro.cms.gov/suite/tempol) records/item/TUB9CotiznkfILyQF9Z4 Hpiqinj52bPTu... . 10/2/2018




Medicaid State Plan Print View Page 36 of 48

CMHOs will meet regularly to review performance metrics and to collaborate on improvement pans. The iHH will coordinste with the client's i
Prmary Care Physician (PCP). These additional ptans will be incorporated Into the patient's overall freatrent plan.

Describe how Haalth Information Technologywill be used to fink this service in a comprehensive approach acrass the care continuum

The State Implementzd Current Care via the State Health Information Exchange (RIQU. CurrentCare aljows authorized providers to see their
Jiente health Information using secure technology. CurrentCare lets authorized providers view clients” health Information from different doctors,
hospitals and laborefories, which results in far more certainty and safety, less paperwork and greater satisfaction all around. The State is also in
the process of providing & care management dashboard that will send rea! fime alerts of inpatiert and ED visits toCMHCs. This dashboard was
developed by RIQ! and is being purchased through the SIN inftiative to Increase the capadity of CMHOs (the only providers of IHH and ACT
services) to be responsive to Inpatient utilization by their clients.

Scope of service

The service can be provided by the following provider types

¥ Behavioral Health Professionals or Spedialists Bescription

Master's jevel tegm leaders will be responsible for the oversight of this
service. Case managers may assist in the provision of health
promoticn adtivities

Behavioral Health professional shall have the followlng qualifications;
be & | icensed Indepandent Practtioner; Licensed Chemical 5
bependency Supervisor; Licensed Chemical Dependancy Professional, '
or Certified Co-Cratrring Disorder Professionais-Diplomate, or
Certified Co-Oorurring Disorder Professional who has completed a
Clinlcal supervision colrse approved by the Departmentor be a
Clirician with a relevant Master's degree and licensed, at least 2 full :
years or a Registered Nurse with ANCC certification as & Psychiatric
and Mental Health NMurse with 2 years’ experience. Each professionally
\icensed-staff shal-have 3 turrent license 1o practice. :

Within the organization no less than 50% of the staff will hold a Rl i
license in behaviora! health dlinical spedalty with certification in H
themical dependency from a nationally recognized entity or shall be i
jicensed chemical dependency specialists, or certified co-occurring
diserder professionals or Diplermate, the remaining 50% will be actively :
engaged in the process of meeting the requirements.

{7 Nurse Practitioner i
~ % Nurse Care Coordinators

& Nurses Description

Health Fiome tzam RNg will vave primary responsfbllity for the !
provision of health promotion activities. Nurses will create and
facilitate groups targeting health promotion (L.e.nuirition, smpking
cessation, exertise) as well as meet with participants individually to :
“monitor and encourage health promotion actvides, Nurseswillw
provide educational materials to Jndividuzls and be avallable as
primary consultants for any questions related to healthpromotion
activifies.

7 Medical Specialists

B Physicians Destription

Physicians will nave routine contact with Health Home patients and will
encourage participation in health promotion activities,

2 Prysician's Assistants
i Pharmacists
{_iSocial Workers

T Doctors of Chiropractic :
T jcensed Complementary and alternative Medicine Practitioners
i Dieticlans

7 Nutritionists
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L.} Other (spedfy) -

Comprehensive Transitional Care from Inpatient to Other Settings (including appropl;iate follow-up)

[P

Definition

The IHH team will ensure consumers are engaged by ssuming an active role n discharge planning. IHH/ACT Provider manual dafines the care
transition protacols that GTP HHs mustimplement. Patient information and care transition records will be sharad In rest time to improve the
quelity of care defivered ant to ensure 8 srooth fransition for 2]l patients. The HH feam will ensure collaboratian between coRsumers and :
medical professionals to reduce missed appoiRtments and dissatisfaction with care. Spesific functions indude: - .
+  Engage with the clientupon admisslon to the hospltal ang ensure that the discharge plan addresses physical and Dehavioral health needs. ;
For ali medical and behavioral heaith inpatient stays, the 1HH team conducts an orvsite Vvisitwith client early in the hospital stay, participates in
discharge planning, and leads the care transition unti! the dient is stabilized.

+ Upon haspita) discharge (phone calls or home Visits

. Ensure that reconcillation of pre- and post-hospitaiization medication lists Is completed.

. Assist consumer o identify and obtain answers to key questions ar cancems. B
v Ensure the consumer understends their medications, @n identify if their condition is worsening and how to respand, knows how to prevent @
health problem from becaming worse, and has scheduled all follow-up appoiniments.

+ Prepare the.consumer for what to expect if another care site is required {Le, fiow to seek Immediate care in the setfing to which thay have
transitioned), . ; :
+ Identify linkages between long-term zre and home and community-based services. |

bt o

Descripe how Health Information Techrology will be used to link this service in-a comprehensive approach across the care continuom : : ‘

“The Simte implemnented Current Care vie the State-Health Information Exchange [RIQN). CurrentCare allows authorized providers tm see their : I
dients” heaith information using secure technology. CurrentCare lets autharized providers view clients’ heafth information from different doctors, H i
hosphals and laboratories, which results in £ar reore certminty and safety, less paperwork and greater satisfaction all around, The State is 2lso In i -
the process of providing 2 cre management dashboard that-will send reat time alerts of Inpatietit and ED visits to CMHCs. This dashboard was : [
developed by RIQI and is being purchased through the SIk inftiztive to increase the capacity of CMHDs (the only providers of 1HH and ACT
senvices) to be responsive to inpatient utilzation by thetr clients.

The CMHO will be required to achieve the following prefiminary standards:

1, -Program has structured iformetion systems, poficies, procedures, and practices fo Createdocment, implement, and update a treatment
plan for every consurmer.

2. Health Home providerhas s systematic process/system to follow-up on tests, treatments, services/referrals which Is integrated into the
consumer's treatrment plan. Guidance: Frograms have a system/process t identfy, track, and proactively manage the ConsSUmers care neegs
using up-to-date information. in order to coordinate and manage care, the program practice has 2 system In place to produce and rack basic
informnation about its consumer population, Induding a system-fo proactively coerdinate/manage care of & consumer population with spedific
disease/health care needs.

3. The-program has a developed process and/or system which zliows the consumer's health information and treatment pian to be accessibie io 1
the interdisdplinary provider team of providers, and which allows for population managament/identification of gapsin care incuding preventetive |
SRIVICES. i
4. Programs are committed to work with Rhode Island's heaith information exchange system {CurrentCare) and bein compiiance with any ‘
future version of the Statewide Poilcy Guidance regarding information, polices, standards, and technical approaches, governing heaith informetion :
exchange. Guidance: Provider s committed to promote, popuiate, use, and access data through the statewide health information exchange !
systern. Provider is to work with RU's:Health Information Exchange to ensure they receive the technical assistance in regards to any of the above
requirernenis,

5. Programs have the capability to share-information with other providers and collect specific quality messures 25 reqeired by EOHHS and CMS.
6. Program is able touse EDHHS and CMS quality measures as an accountabiity framework for assessing progress towards reduding avoidabie
health costs, specifically preventable hospital admissions/readmissions, avoidable ernergency room visits, and providing timely post ischarge
follow-u2p care.

Scope of service

The service can be provited by the following provider types

i Behavioral Health Professionals or Specialists Description |

“The Master's Level team |zader will nesd to assess the consistency of H
the care planis) established n relation to the dinical treatment plan. :
This parson wilf interact with othar providers in addressing the i
patient's treatment and hesith needs while in another setting and
work with the team to establish & transitional plan. The case manager
will be responsible far the application of services ina transitional care | '
plan. The case manager will be responsible for assuring the patietis
able to follow through with transition plans and is assisted in doing se.
The hespital lizison will work dasely with the hospital siaff, espedally -
discharge plannzrs, to assess the suiiabliity of transition plans.

Hospital liaisens will work with other jong term facliities to plan for
coordinatdon of care during and after a residential stay.

Behaviorsi Health professionai sha] have the fallowing.qualifications
be & Licensed independent Practifioner; Licansed Chemical . |
Dependenty Suparvisor; Licensed Chemical Dependency Professional, \
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or Cerified Co-Crequrring Disorder Professiondls-Diplomate, or '
certified to-Occurring Disorder Professional who hias-completed & :
Ciinical supervision course approved by tne Department of be a i
Climician with a ralevant Masters degree and licensed; at least 2 full
years or a Registered Nursewith ANCC certification as & Psychiatric i
and Mental Health Nurse with 2 years' experience. Each professionally
licenzed saf shall Fave 2. current license fo pracice.

Within the organization no less than 50% afthe staffwill hold 2 RI
license in behavioralhealth dinical spedialty with certification in
chemical dependency frorn 2 nationally recognized emity or shall be
jicensed chemical dependenty spedalists, or certified co-orcurTing
disordar professionals or Diplomate, the remaining 50% will be actively
engaged In the process of meeting the requirements.

T Nurse Practitioner i
i wurse Care Coordinatars

o Nurses pescription ;
The registered nurse will be the primary provider/manitor-of i
transifiors care activities. Nurses have the most day-to-day ;
interaction with other physical health care providers. Nurses are i
responsible for the pversight of medication defivery and !
admimistration. The RN‘will be the party responsibie to develap the !
transitional care plan and accoramodate any of the needs of i
Indiiduals, such as ranspartation, ambuiation, and risk of-infection, §
BT i

7 Medica! Spedaiists

B2 physicians Description i
The teamn physician wiil be responsible for the raview of other
treatment received and re-integration in the CMHO setting. Physicians
will need to coordinate with other physicians to ensure tontinuity of i
care. Physidians will gulde other team messbers in the establishrment
of & transitional care plan. H

3 physician's Assistants

CtPharmaclsts
£ social Workers !
r—s - . :
{3 boctors of Chiropradic 1
I Ucensed Complernentary and afternative Medicine Practitionars i

! Dieticdans

T Nurritionists i
T Other{spedfy) .
Individual and Family Support (which includes authorized representatives) i

Definition

JHH te:am will provide practical help and support, advocady, coordination, and direct assistance in heiping ciients to obtain medi@l and dentz!
health care. Services intiude individuslized edutation aboutthe clients iliness and service coordination for cliernts with children |e.g. services i
help dient fulfill parenting responsiblities, cenvices to help client restore relationship with children, stc). iHH peer specialists will help consumers i
utilize support services in the community and encourage them in their recovery efforts by sharing thelr iived experience and perspective. Peer

support validates clients’ experiences, guides and encoureges dients to take responsibifity for their own recovery. In addition, peer supports will:

Help clients establish a link to primary heaith care and health promotion activities, B .

Assist dients In reducing high-risk behaviors and health-risk factors such as smoking, poor liness self-management, inadequate nutrition, and H

infrequent exercise, |
Assist dients in making behavioral changes leading to positive lifestyle improvemerit, and

+ HMelp dlients set and achfeve a wellness or health goal using standardized programs such as Whole Health Action Maintanance (WHAM).

pascribe how Health Information Technology will be used to link this sarvice in a comprehensive approach across the care continuum !

The State implemented Current Care viz the State Health Information Exchange {RIQ), CurrentCare allows authorized providers to see their
dients’ health information using secure technology. CurrentCare Jets authorized providers view dients’ health information from different dociors,
hespitals and laboratories, which resuis in farmore certzinty and safety, less paperwork and greater satisfaction &l around, The State is aiso In
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the process of providing a cars maniagement ashboard that wili send reattime alerts of inpatient and ED visits to CMHCs. This dashboart was
developed by RIQI and is being purchased through the SIM initiative to increase the capacity of CMHDS {the only providers of IHH and ACT

services) o be responsive i Inpatient utilization by their ciients.

Scope of service

The service can be provided by the following provider types

& Rehavioral Health Professionals or Specialists

L% Nurse Practitioner
i wurse Care Coordinatars

¥ Nurses

IF Medical Spedialists
B2 Physidans

—
1

1 Physidan's Assistents

"t Pharmadists

[ Sodal Workers

{7 Doctors of Chircpractic

T Licensed Complementzry and zitemiative Medicne Praditoners
3 Dleticians

I Nutritionlsts

i tther (specify?

Referral to Community and Secial Support Services

pefinition

Description

All members of the Health Home teams may be involved in the
provision of individual and family support services. While cese
managers may heve primary responsibiliy, tis reasonable to assume
that all ofa Health Home dient's supports ey have access to all team
members.

Rehavioral Health professional shall have the fellowing gualifications
be & Licensed independent Practitioner, Licensed Chemicat

‘Dapendency Supervisor; Licensed Chernical Dependency Professional,

or Cartified Co-Occurring Disorder Professionals-Diplomate, or
Certified Co-Ocourring Disorder Professional who has completed &
Chnical supervision course approved by the Depariment of bea
Clinician with & relevant Master's degree and licensed, at least 2 full -
years or 8 Registered Nurse with ANCC certification as 2 Psychiatric
and Mental Health Nurse with 2 years' experience. Eachrprofessionaliy
licensed staff shall have a current license to practice.

Withir) the prganization no less than 50% of the stafFwill hold a RI
license In behavioral health cinical spedialty with cariification in
chemical dependency from s nationally recopnized entity or shall be
licensed chemical deprndency spedaiists, ar certified co-ocUITing
disorder professionals or Diplomate, the remaining 50% wilibe actively
engaged in the process of meeting the requirements.

Description
Nirrses may irvolve family in instructions for foliowing care plans and
discussions around medicstion adherence.

Description

Doctors may indude family members or patient advocates in their
‘meetings with patients.

DOVERARCHING STATEWIDE DEFINITON; Referrals to community and sedials support services ansure that individuals have access to a myriad of
formal end informal resources, |deally, these resources are easily accessed by the individual in the service systern and assists individugls in

addressing medical, behavioral, educational, social and community lssues.

OMHO-SPECIRC DERNITON: Referral to community and sorial support services provide indiviguals with referrals to a wide array of support
services that will help individuals overcome access o service barriers, Increass self-management skills and Improve overall health. ‘Referra] fo

H

e e

bt

i e
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community and seciz! suppart involves faclitating aceess to support and assisance for individuals to address medical, behavioral, educationial,
and sodial and Comeunity issues that may impact overall health. The types of community and social support services to which individuals will be
referred may Incude, but are not firnited to; - Primary care providers and specialists, - Wellness programs, including smoking cessation, finess,
weight |oss programs, Yoga: - Specialized support proups (ie- cancet, diabates support groups); - SubisEnce treatment finks in addition to
reatment - sUppOrNg recovary with finks to sUpport Eroups, recovery coaches, i2-step; - Housing: - Social integration {NAMI suppDrt groups,
MHCA OASIS, Alive Program (this program and MHCA are Advoracy angd Soctal Centers) and/or Recovery Centar; - Assistante with the identification
and attminment of other benefits - Supplements! Nuition Assismnce Program (SNAPY; - Connection with the Office of Rehabilitation Service as
wall as internal CMH( fear to assist person in developing work/education goals and then ldentifying prograrms/jobs; - Assisting person in their
social irtegration and socal skil building: - Falth based organizations; - ACCess t0 emplayinent anc educational progrem or treining - Referral to
cominunity and social support seTvices may be provided by any mermber of the CMHD health hamne tears; however, CPST Specialists will be the
primary practitioners providing referrals to cormmunity end social support services,

pescribe how Health Information Technology will be used to fink this service in a comprehensive approach across the care continum

‘The State implemented Current Care viz the State Health Information Exchange {RIQI). CurrentCare allows authorized providers to see their
dients’ health information using secure technology. CurrentCare lets authorizad providers view clients”heslth informiation from different dodors,
hospitals and laboratories, which results in far more cerainty and safety, less paperwork and greater satisfaction all areund. The State is also in
the process of providing a-cre management dzstboard that will cend real tirne alerts of npatient and ED vishs 1o CMHCs. This dashboard was
developed by RIQI and is being purthaset through the SIM Inifiative to increase the capacity of CMHOS (the only providers of IHH ang ACT
services) to be responsive to inpatient utilization by their cients.

Scope of service

The service can be provided by the following provider types

1 Beheviors! Health Professionals-or Specalists Description
Case managers will make the majority of referrals that are not specific
1o mesdical appaintments, tough would not be restricted-from doing
5o when appropriate. Case Managers are the primary jink to
resources of recovery SEpport in the cammunity. Warking with the
Master's Level Team Leader, case managers.wil be respensible for
maintEining updated lists of resowrtes with contact information. Case
maregers will EnsiFe foliow through on referrals and assist patients,
when needed, In getting to appointmerts of ensuring connection.

Behavioral Health professional shall have the following quahfications:
be 8 Litensed Jndepandent Practitioner; Licensed Chernical
Dependency Supervisar Licensed Chemical Dependenry Professional,
or Certified Co-Denurring Disarder Professionals-Diplornate, or
Certified Co-Decorring Disorder Professionzl who has completed &
Clinical supervision CcoUrse approved by the Department el bea
Clirician with a relevant Master's degrze and licensed, at least 2 full
years or a Registered Nurse with ANCC certification as 8 Psychiatric
2nd Menial Health Nurse with 2 years experlence, Each professionally
licensed swff shall have a corrent licepse to pracice.

Within the orzanization no fess thar 50% of the staffwill hold 2 R
ticense in behavioral health dirical spedalty with certification in

" chémical dependency from & riationally recognized entity of shall be
\icarsed chemical dependenty spedalists, or certified co-oraurTing
disorder professionals or Diplomate, the remaining 50% will be actively
engaged in the process of meeting e reguirernents.

T Nurse Practitionar

3 Nurse Care Coordinators

& Nurses Pescription

Nurses will be the primary source of referrai for medical
appointrnents, ensuring that patients are properiy referred and that
essential information is provided and received.

{2 Medical Spedialists

¥ physicans pescription
Physicians may make referrals for Hi4 patients on a Teguiar basis. it
would be expected that n referrals to specialty care for Individuals
with specific complications, & physidan refeiTal would be maost
appropriate.

i physician's Assistants

Page 43 of 48
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T3 pharmadists
{2 Social Workers.
3 i
L. Doctors of Chiropractic ;

4

7 licansed Complemantary and aiternative Medicine Practidoners
T pletidans
T Nutritionists

3 Dther {speciiy)

https://macpro.cms.gov/ suite/tempo/records/item/TUBSCol; ok fIL yQF9Z4Hpighyj 52bPhu...  10/2/2018




Medicaid State Plan Pont View Page 45 of 48

Healthr Homes Services
MEDICAID | Medicaid State Plan | Health Homes | RI201EMS0006D | RHT BOD0S | Wigrated HH.UONYERTED Rhode lsland-2 Health Home Services

Package Headar g

Package D RI2D1EMSR00R0 SPAID R-1E.D0DB
submission Type Official Initial Submission Date 672372018 ;
Approval Date  5/27/2018 Effective Date £/1/2018

Superseded SPA IR RF1E6-0002-X
System-Perived

Health Homes Patient Flow

Deseribe the patient fiow through the state's Health Homes systerm. Submit with the state plan amendmeant fiow-charts of the typical '
process a Health Homes individual would encounter :

Clients eligible for tHH services will meet diagnostic and functional criteria estbiished by BRDDH, Individuals wik alse be assesset! for elighilig {
using the Daily Living Activities {B1:A) Funchional Assessment. The DLA miust be completed at adrnisslon and every 6 months after admission as wel
as after an IP admission or significant change in clinica presamiation. The assessmant tool identifies where Interventions are needed far i
rehabiiitation and recovery so ciinicdans @n addrass thase functona) deficits on individualized treatment plans. individuals whe do not meet :
diagnestic criteria, but require IHK services due tp sigrificant functional impairment a5 measured by the DLA, may.be admitted fo the program
through &n exception process estzblished by BHDDH in collaboration with MCOs. Far ali MH admissions, 8 BHDDH enroliment form must be
completed and kept in-the client's medical racord. The Provider must submit a HH admission request vie the HP web portal The clients primary
eiigible diagnosis, the DLA scorerand the program (OTP, 1 or ACT) must be entered In the portal. In addition, CMHO will verify that ciient has
signed an agreement to receive ACTAHH services of needs this avel of service and was unablefuriwilling To sign. Staff et BHDDH will review and
eithier approve or deny raquests within 2 business days. A comprehensive and culturally appropriate health assessment is used Each dlient will be
assigned & senvice coordinator {256 manager) who coordinatesand monitors the activities of the dient's individual treatment team and the
greater IHH/ACT team. The primary responsiblitty of the service coordinator is to work with the client to daveiop the treatment plan, provide
individual supportive counseling, offer options and choices $n the freatment plan, ensure that Immediate changes are made as the dient’s needs
change, an¢ advorate for the dient's wishes, rights, and preferences. !

. smemwe . e s e vem e s PP

Name * Date Created

Health Homes Patient Flow IHHACT_6.29.18 &/28/2018 1:05 PM EDT

I
i
*
i
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Health Homes Monitoring, Quality Measurement and Evaluation

MEDICAID | Medicaid State Pian { Haalth Homes | RI2018MSDODEO | RI18-008 | Migrated_HH,CONVERTED Rhode Lstand-2 Health Home Services

Package Header
Patkage ID  RI2018MSD0060 SPAID RETB-0DDR

- Submission Type Official Initial SubmissionDate 6/28/20718

Approval Date  S/27/2018 Effective Date 6/1/208

superseded SPAID  RI-16-0002-X
Systermn-Derived

Monttoring

Describe the state's methodslogy for calculating cost saving (and report cost savings annually in Quality Measure Report), include
savings that result from improved coordination of care and chroic disease-management achieved through the Health Homes Program,
inclurding data sourtes and measurement specifications, 25 well as any savings associated with dual eligibles, and If Meditare data was
available to the state to utflize in arriving at its cost-savings estimates

The state will determine baseline costs of Wedicaid and Medicare beneficiaries who would have been eligible for CMHO health home services &t
any time during the 4th quarier of state fiscal year 2097 {April 2011 through june 30, 2011}, In orderto calculate costs savings and thie impact of
health home services, the State will perform an annual assessment of baseline costs compared with total Medicaid and Medicare costs of those
same CWIHG health users one year and two years following the SPA effective date, The azsegsment will aist indude the performante measures
enumerated in the Quality Measures section. In.addition to looking &t overall cost, BHDDH will work with EOHHS to determine specific targeted
aFeas of tost most likely to be Impacted by health home implementation for  more detailed analysis. In order to perform beth of these
operations, the State will require timely and affordable access to Medicare data.

Describe how the state will ise heslth information technoiogy in providing Health Homes services and-fo improve sesrvice deliveryand
coordination-scross the care contiozum (including the use of wireless patient technology to improve toordination and management of
care and patient adherence to recommendations made by their provider)

The stzte will phase-in the use of HIT to supportheaith home services. nitially, providers will be supported in thelr delivery of bealth home
services through date profiles supplied by Mediczld Managed Care Organizations (MCOs) for the 35% of the health home-eligibie SPMI population
enrofled In MCOS. The state Is currently working with the MCOs to develop health utilzation profiles minimally comprised of the components
below. To the extant posstble, sirpilar profiles will be derived from the Medicaid data warehouse and other applicable sources for the remaining
fee-for-service individuals whe are dustly eligible for Medicare and Medicaid, The state will work closely with the Centers for Medicare and
Medicaid Innovation to obtzin WMedicare utllization and cost data, inciuding: 1) Claims Dzt to Idertify member's pattern of utiiization based on
previous i2-months: + #Emergency Reom Visits. » Last ER Visit Date. » Lest ER Visit Primary Dizgnosis. - #Lirgent Care Visits; 2) Uaims data o
{dentify member's primary care home: + #PCP Sites + PCP visits to aurent PCP Site + Lagt PCP visit date to current PCP Site » Current PCP Provider
NP1+ Last PCP visit to urrent PCP Site Provider NP) «PCP visits to other Providers - Last PCP visit date to other Provigders » Last PCP visit to other
PCE Site Provider NP; 3) Health utilization profile developed by MCOs as part of the CMHO certification process. The state will quiry providers
aboutt the use of HIT i the delivery-of care coordination services, The state-may establish pilot tests of a subset of providers (e.g, those with EHRs
and patient registries) to mersure changes in health outcomes, experienee of care and guahty of care among clients.
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Health Homes Monitoring, Quality Measurement and Evaluation
MEDICAID | Medicaid State Pian | Health Homes | RIZOTBMSDBDED | RI-18-DOC6 | WMigrated HH.CONVERTED Rhode Island-2 Hezlth Home Services

Package Header

Package [D RIZ(r{8MSODDED SBAID Ri-15-0006
Submission Type Officlsl Initial Submission Date 6/259/2018
Approval Pate  5/Z7/2018 Effective Date 6/1/2018

superseded SPAID R &-0002-X

Systemn-Derived
Quality Measurement and Evaluation ;
2 "The state grov'ides assurance that all Health Homes providers.report to the state on all spphicable guallty measures asa condition of receiving
payment from the siate

i The state provides assurance that it will identify mesasureable goals for its Health Homes model and intervention and also dentify quality
measures ralated to each goal to measure s suctess in achieving the goals

& The state provides assurance that It will report to CVS information submitted by Health Homes providers to Inform evaluations, as well as :
Reports to Congress as described in Section 2703(h) of the Affordable Care Act and as described by C5 . :

P The state provides assurance that It will rack avoidable hospil readmissions and report annuglly in the Quality Measures report
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PRA Pisclasure Statement According to the Paparwork Reduction Ad of 1995, no persons are reguired to respohd to 5 toliection of information unless it i

displays & valid OMB contrel number. The vaid OMEB Tonirol number for this information colledtion is 05384188, The time reguired to complete this
infarmation collaction is estimated to average 40 hours per response, induding the time to review-insructions, search existing data respurces, gathar the data
needed, and complete and raview the information coliection. 1 you hiaye comments concerning the accuracy of the time estimate(s) or suggestiohs for [

Improving this form, please write to; CMS, 7500 Security Boulevard, Atir: PR Reports Clearante Dfficer, Mall Stop C4-26-05, Baltimore, Maryiand 21244-1B50.

This view was generated o T0/2/2018 1:12 PM-EDT
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Executive Summary
e

Summary
Description
including Goals
and Objectives

The Opicid Treatment Programs (OTP) Health Homes provide resources to opioid dependent Medicaid recipients who are currently
receiving or who meet ctiteria for Medication Assisted Treatment through Managed Care as well as Fee-for Service. Data shows most
patients are hetween the ages of 3164, 86% smoke and all either have or are at risk for: COPD, Cardiac disease, Obesity, Diabetes,
Hepatitis C, Viral illnesses.

OTPs provide the opportunity for daily contact with Medical and Clinical professionals who have on-going therapeutic relationships with
patients. This enables providers to use existing and enhanced resources to improve the health of patients and decrease
inadequate/fineffective medical care. Provision of this service positively impacts the health and welfare of patients, and reduce overall

‘healthcare costs by: Focusing on relationships with primary and specialty care vs. emergency care; Wellness promotion; Routine heaith

meniforing; Pain management; Care management to develop recovery supperts that promote self-care.

Each patient is assigned to a team which may. be specialized {o their specific healthcare needs. Patients have an assigned nurse and
case manager to: Monitar healthcare needs; Assist with referral, scheduling, and transportaticn to medical and other appointments;
Develap a health plan; Provide health promotion and wellness activities; Facilitate transitions between levels of care; Support recovery
needs; Identify and provide rescurces that support wellness and recovery.

This Health Home model provides the mechanism to support stronger, farmalized relationships between OTPs and community
healthcare providers. By bringing OTP HH intc Managed Care, providers will receive additional support for reporting and additional
assistance In identifying eligible members in need of OFP HH services. OTP HH offers a comprehensive, holistic approach including
diagnosis, treatment, support, education, and coordination, improving quality of life, stability, management of chronic conditions, and
decreased healthcare costs.

Rhode I1sland is seeking to augment services offered through the OTP Health Home, through the creation of Centers of Excellence
(COE). The COE are intended to expand and enhance the statewide capacity for Medication Assisted Treatment (MAT), increasing
accessibility, not only in COEs, but through community praviders, improving the quality of care and patient satisfaction. COEs will
provide assessments and treatment for opioid dependence, will offer expedited access to care, and serve as a resource to community
based providers. The goal of the COE is to provide intensive services to individuals needing to stabilize on medication and begin the
recovery process. Once stable, patients will be referred to community-based providers, but still have the opportunity tc maintain
connections to clinical or recovery support services offered by the COE. Once refemred ta the community, patients who need more
intensive services, perhaps due to relapse or crisis, will have the opportunity for immediate readmission to the COE. The COEs will aiso
have the ability to provide on-site training for physicians and other professionals. Center of Excellence Cettification Standards have
been developed; in order to serve as a COE, the OTP Health Home will need to apply and will be assessed according to the COE
Certification Standards. Certified COEs will be authorized to provide a set of enhanced treatment services to Medicaid beneficiaries who
require MAT using buprenotphine or injectable naltrexaone for opioid use disorders.

The COE will achieve the following goals: 1) increase the number of admissions into MAT, 2} increase in the number of clients receiving
Integrated care and treatment, 3) decrease tse of illicit oploid, 4) decrease in use of prescription oploids in a non-prescribed manner
(i.e.: misuse or abuse of prescription opicids).

Dependency Description

Description of any
dependencies
hetween this
submission
package and any
other submission
package
undergoing review

+f

COE staffing model includes the use of peer support specialists. CMS is currently reviewing Rl's Category 2 waiver request for Peer
Suppott Specialists, change number 15-07-Cll.

hitps:/fmacpro.cms.gov/suite/tempolrecor ds/type/EZhOsAfitemn isBIC ol zrkflbyQC g3q055naliEs 7jpR_ dSVbtGWkhH GBmxOX1FnlG74YS1view/_Ee24cA
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Disaster-Related Submission

This submission is refated to a disaster
i Yes
= No

Federal Budget Impact

Federat Fiscal Yaar Armount
© First 2018 | $248,125.00

. Second 2017 $992,500.00

Federal Statute / Reguiation Citation
Section 1945 SSA

Governor's Office Review
i

* No comment Describe This amendment has not been reviewed specifically
. Comments received with the Govemnor's Office. Under the Rhade Island
. No response within 45 days Medicaid State Plan, the Govemor has elected not to
¥ Other review the details of state plan materials. However, in
accordance with Rhode Island law and practice, the
Govemor is kept apprised of major changes in the state
plan.

Authorized Submitter

+-

The following information will be provided by the system once the package is submitted to CMS.

Name of Melody Lawrence
Authorized
Submitter

Titte None
Phone number 4015986071
Email address melady.lawrence@ohhs.fi.gov

Authorized Melody Lawrence
Submitter's
Signature

¥ | hereby certify that | am autherized to submit this package on behalf of the Medicaid Agency.

PRA Disclosure Statement: According o the Papenwark Reduction Act of 1985, no persens are requirad to respond 1o a cellection of information unless it displays a valid
OMB control number, The valid OMB contral number for this infermation coliection is 0938-1188. The time required to complete this Infonmation collection is estimated to
average 40 hours per response, inciuding the time to review instructions, search existing data resources, gather the data needed, and complete and review the
Information collection, If you have comments cencerning the accuracy of the time estimate(s) or suggsstions for improving this form, please write to: CMS, 7500 Security
Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 212441850,

https:/imacpro.cms.govisuiteftern pofrecordsitype/EZ hOs Afitem/isBSC o0jznkfJLyQC g3q055nallEs 7ipR_dSVbiGWKhH GBmxOX1FnlG74YS 1 view!_Fe24cA I3
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Records / Submission Packages

'Rl - Submission Package - RI2016MH00040 - (RI-16-006)

Request System Help

«— All Reviewable Units

Submission - Medicaid State Plan

MEDICAID - Heaith Homes - R{ Opioid Treatment Program Health Home Services - R[- 2016

CMS-10434 OME 0238-1188

Not Started In Progress Completa

Package Header

Pack-age 10 RI2016MH00040 SPAID RI-18-006
Submisston Type Official - Review 1 Initial Submission 95/29/2016
bate

Approval Date 12/9/2016

Effective Date N/A
Superseded SPA N/A

D

View Implementation Guide

Submission - Medicaid State Pilan

The submission includes the following
+! Benefits

¥ Health Homes Program

' Create new Health Homes program
'~ Amend existing Health Homes program
. * Terminate existing Health Homes program

# Copy from existing Health Homes program
_ Create new program from biank form

Name of Health Rl Opioid Treatment Program Health Heme Services
Homes Program

FPRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no parsons are requirad to respond to a colflection of information unless it displays a valid
OMB control number. The valid OMB contral number for this information collection is 0938-1188. The time required to compiete this information collection is estimated to
average 40 hours par response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the
information collection, if you have comments conceming the accuracy of the tme estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security
Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850,

https:/macpra.cms.gov/suiteftem po/recordsAype/EZhOsAitem fisBIC o0jznkfJLyQC g3q055nal Es7jpR_dbVbtGWKhHGBmxOX1FnlG74YS1view/! _Ee24chA
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Records / Suhmission Packages

RI - Submission Package - RI2016MH00040 - (RI-16-006)

Request System Halp

«— All Reviewable Units

Submission - Public Comment

MEDICAID - Health Homes - Rl Oploid Treatment Program Health Home Services - Rl - 2016

CMS-10434 OMB 0838-1188

MNat Started In Progress Complete

Package Header

Package (D RI2016MH00040 SPAID RI-16-006

initial Submission 9/29/2016
Date

Submission Type Official - Review 1

Approval Date  12/9/2018
Effective Date N/A
Superseded SPA N/A

Hal
View Implementation Guide

Name of Health R| Opioid Treatment Program Health Home Services
Homes Program

Indicate whether public comment was solicited with respect to this submission.

_ Public notice was not required and comment was not solicited
" Public notice was not required, but comment was solicited
% Public notice was required and comment was solicited

Indicate how the public notice was issued and public comment was solicited

" Newspaper Announcement

! Publication in state's administrative record, in accordance with the administrative proceduras requirements
¥ Email to Electronic Mailing List or Similar Mechanism Date of Email or Jun 29, 2016
other electronic

notification

Description of
mailing list, in
particufar parties
and organizations

Public notice is electronically emailed to EQHHS' list of
interested parties. Such mailing list includes, but is not
limited to praviders, advocates, and other state
agencies.

included, and, if
not email,
description of
similar
mechanism used

+. Website Notice
Select the type of website

¥ Website of the State Medicaid Agency or Responsible Agency
Date of Posting  Jun 29, 2016

Wehsite URL http://iwww.echhs.ri.gov/ReferenceCenter/StatePlanAm
endmentsand111bWaiverChanges.aspx

" Website for State Regulations

https://macpro.crms.gov/suite/ten polrecards type/EZhOs Alitem isBIC ol znkfJLyQC g3q055nalUEs 7] pR_d5VhitGWkhHGBmxOX1FniG74YS1iview! Ee24chA 112
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# Public Hearing or Meeting

Date of Time of . .

meeting meeting . Location of meeting

8/19/2018 10:00 AM ergglg Conference Center, Eleanor Slater Hospital John O. Pastore Complex, 111 Howard Avepue Cranston, Ri
_ Other method

Upload copies of public notices and other documents used

Name ) . Date Created

Interestad parties OTP HH 9M7/2016 9:18 PM EDT
- Notice fo Public 9/17/2016 9:19 PM EDT

Upload with this application a written summary of public comments received {optional)

. Name Date Created Type

No items available

Indicate the key issues raised during the public comment period {optional}
! Access
7! Quality
... Cost
- Payment methodology
* Efigibility
Benefits

" Service delivery

- Other issue

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond fo a collection of infarmation unless it displays a valid
OMB control number, The valid OMB cantrol number for this information collection is 0938-1188. The time reqguired to complete this infarmation cellection is estimated to
average 40 hours per response, including the time to review instructions, search exisling data resources, gather the data needed, and complete and review the
information cellection. If you have comments conceming the accuracy ofthe time esfimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security
Boulevard, Atin: PRA Reports Clearance Officer, Mail Stop £4-26-05, Baltmeore, Maryland 21244-1850,

https:#macpro.cms.govisuiteftem po/recordsitype/EZhOs Aditem/isBAC oljznkfJLyQCg3q055naUEs 7jpR _dSVtGWKhHGBmxOX1FnlG74YS1iview! Ee24cA
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Records / Submission Packagas

Ri - Submission Package - RI2016MH00040 - (RI-16-006)

«— Ali Reviewable Units

Submission - Tribal Input

RI - Submission Package - RE2016MHO0040 - (R1-16-008)

Request System Help

MEDICAIL - Health Homes - R Onloid Treatment Program Health Home Services - Ri- 2016

CMS-10434 OMB 0938-1188

Mot Started

Package Header

Package ID RI2016MH00040

Submission Type Official - Review 1
Approval Date 12/9/2016

Superseded SPA  N/A
iD

Hame of Health
Homes Program

RI Opicid Treatment Program Health Home Services

One or more indian health programs or Urban Indian Organizations
furndsh health care services in this state

F Yes
“. No

In Progress

Compilete

SPAID RI-16-006

Initial Sebmission  9/29/2016

Date

Effective Date N/A

View Implementation Guide

This siate plan is likely to have a direct effect on Indians, indian health
programs or Urban Indian Organizations
Z Yes

No

<. The state has solicited advice from Indian Health
Pragrams andfor Urban Indian Organizations, as
required by section 1902{a)(73) of the Social Security
Act, prior to submission of this SPA

Complete the following information regarding any tribal consultation conducted with respect to this submission

Tribal consultation was conducted in the following manner
#1 |Indian Health Programs

Name of Program
" Narragansett Indian Health Center 6/29/2018

-.. Urban Indian Organizations

Date of consultation

© Method/Location of consultation

: Emait and letter via US Postal Service

States are not required to consult with Indian tribal govermments, but if such consultation was conducted voluntarily, provide information about such

consultation

" Indian Tribes

The state must upload copies of documents that support the solicitaion of advice in accordance with statutory requirements, including any notices
sent to Indian Health Programs and/or Urban Indian Organizaions, as well as attendee lists if face-fo-face meetings were held. Also upload
documents with comments received from Indian Health Programs or Urban Indian Organizations and the state’s responses to any issues raised.
Alternatively indicate the key issues and summarize any comments received helow and describe how the state incorporated them into the design of

its program.

Narne

Date Created

Type

hitps://macpro.cms.govisuite/tern pafrecor dsftype/EZhOsAitem/isBSC o0jznkfJLyQC g3q055nalEs7jpR_dSVGWKhHGBmxOXITFnIG74YS1view! Ee24cA
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TN OTP HH 6.26.16 9/17/2016 9:25 PM EDT

Indicate the key issues raised (optional}
.. Access

. Quality

Cost

" Payment methodology
*" Eligibility
. Benefits
! Service delivery

"7 Otherissue

PRA Disclosure Statement: Accerding to the Paperwork Reduction Act of 1895, no persons are reguired to respond fo a coliection of information unless it displays a valid
OMB control number. The valid OMB conirol number for this information colisclion is 0838-1188. The time required to complele this information collection is estimated to
average 40 hours per response, including the fime to review instructions, search existing data resources, gather the data needed, and complete and review the
information collection. if you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please writs to: CMS, 7500 Security
Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

https:#macpro.cms.gov/suiteftempo/recordsitype/EZ hOs Aitem isBAC oljznkfiLyQCg3q055nall Es 7ipR_dSVBIGWKhHGBmxOX1FnIG74YS1view! Fe24cA
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Records / Submission Packages

Rl - Submission Package - RI2016MH00040 - (Ri-16-006)

Request System Help

— All Reviewahble Uniis

Submission - SAMHSA Consultation

MEDICAID - Health Homes - Rl Opioid Treatment Program Health Home Services - R(- 20186

CMS-~10434 OMB 0938-1188

Not Started in Prograss Complete
Package Header
Package ID RIZ016MHO00040 SPAID RI-16-006
Submission Type Official - Review 1 Initial Submission 9/29/2016
Date

Approval Date  12/9/2016

Effective Date N/A
Superseded SPA N/A

D

View Implamentation Guide

Name of Health Rl Opioid Treatment Program Health Home Services
Hames Program

- The State provides assurance that it has consulted
and coordinated with the Substance Abuse and Mental
Health Services Administration (SAMHSA) in
addressing issues regarding the prevention and
treatment of mental illness and substance abuse
among eligible individuals with chronic conditions.

. Date of consultation

L 1011872012

FRA Disclosure Statement: Accarding to the Paperwork Reduction Act of 1995, na persans are required o respond fo a collection of information unless it displays a valid
OMB confral number. The valid OMB confrel number for this information collection ts 0938-1188. The time required to complete this information collection is estimated to
average 40 hours perresponse, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the
Informaticn collection. if you have comments cencerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security
Baoulevard, Attn; PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850,

hitps:/fmacpro.cms.govisuite/tern polr ecordsitype/EZhOs Afitem/Ais BOC o0jznkflLyQCg3q055nal Es 7jpR_dBVbtGWKhH GBmxOX1FniG74YS1view/ EeZ4cA
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Records / Submission Packages

Rl - Submission Package - RI2016MHO00040 - (RI-16-006)

Reguest System Help

«— Al Reviewable Units

Health Homes Intro

MEDICAID - Health Homes - R{ Opioid Treatment Program Health Home Services - Rl - 2016

CMS-10434 OMB 0938-1188

Not Started It Progress Caomplete

Package Header

Package ID RI2016MB00040 SPAID RI-16-006
Submission Type Official - Review 1 Initial Submission  9/29/2016
Date

Approval Date  12/9/2018
Effective Date 7/1/2018
Superseded SPA N/A

D
View implementation Guide
View All Responsas
Program Authority
-
1945 of the Sccial Security Act
The state elects to implement the Health Homes state plan option under Section 1945 of the Sosial Security Ast,
Name of Health RI Opioid Treatment Program Health Home Services
Hames Program
Executive Summary
+f-

Provide an executive summary of this Health Homes program including the goals and cohjectives of the pregram, the population, providers, services
and service delivery model used

The Opioid Treatment Programs (OTF) Health Home proposal seeks to provide patients with resqurces to navigate an often fragmented service delivery
system. The target population for this proposal is opioid dependent Medicaid recipients who are currently receiving or who meet criteria for Medication
Assisted Treatment. Data shows most patients are beiween the ages of 31-64, 86% smoke and all either have or are at risk for: COPD, Cardiac discase,
COhbesity, Diabetes, Hepatitis C, Viral illnesses.

OTPs provide the oppartunity for daily contact with Medical and Clinical professionals who have on-going therapeutic relationships with patients. This will
enable providers to use existing and enhanced resources to improve the health of patients and decrease inadequate/ineffective medical care. Provision of this
service will positively impact the health and welfare of patients, and reduce overall healthcare costs by: Focusing on relationships with primary anc specialty
care vs. emergency care; Wellness promotion; Routine health monitoring; Paln management; Care management to develop recavery supparts that promote
self-care.

Each patient would be assigned to a team which may be specialized to their specific heatthcare needs. Patients would have an assigned nurse and case
manager to: Monitor healthcare needs; Assist with referral, scheduling, and transportation to medical and other appointments; Develop a health plan; Provide
health promation and wellness activities; Facilitate transitions between levels of care; Support recovery needs; Identify and provide resources that support
wellness and recovery.

This Health Home madel will provide the mechanism to support stronger, formalized relationships between OTPs and community healthcare providers. This
offers a comprehensive, holistic approach inciuding diagnosis, treatment, support, education, and coordination, improving guality of life, stability, management
of chronic conditions, and decreased healthcare costs.

General Assurances

+-

hitps://macpre.cms.govisuiteltem pofrecordsitype/EZ hOsAvitemAsBIC o0jznkfILyQU g3q056naUEs 7jpR_dSVbIGWKhHGBmxOX1FnIG74YS1view/ Ee2dcA 12
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7! The state provides assurance that eligible individuals will be given a free choice of Health Homes providers.
! The states provides assurance that it will not prevent individuals who are dually eligible for Medicare and Medicaid from receiving Health Homes services.

¥ The state provides assurance that hospitals participating under the state plan or a waiver of such plan will be instructed to establish procedures for referring
eligibte individuals with chronic canditions who seek ar need treatment in a hospital emergency department to designated Health Homes providers.,

‘¥ The state provides assurance that FMAP for Health Homes services shall be 90% for the first eight fiscal quarters from the effective date of the SPA. After
the first eight quarters, expenditures will be claimed at the regular matching rate.

“ The state provides assurance that it will have the systems in place so that only one 8-quarter period of enhanced FMAP for each health homes enrollee will
be claimed.

¥ The state provides assurance that there will be no duplication of services and payment for similar services provided under ather Medicaid authorities,

PRA Disclosure Statement: According o the Paperwork Reduction Act of 1885, no perscns are required to respond to a collection of information unless it displays a vaiid
OMB confrol number, The valid OMB conirol number for this infermation collection is 09381188, The time required fo complete this information collection is estimated to
average 40 hours per response, including the fime o review instructions, search existing data resources, gather the data needed, and complete and review the
informaticn callection, if you have comments concerning the accurasy of the time estimate{s) or suggestions for impraving this form, please write to: CMS, 7500 Security
Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-28-05, Baltimore, Maryland 21244-1850,

hitps:/fmacpro.cms.gov/suiteftem pofrecordsitype/EZhOs Alitem isBICo0jznidLyQC g3g055nalEs 7 pR_dbVbtGWKhH GBmxOX1FnlG74YS1iview/ Ee24cA
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Records / Submission Packages -

RI - Submission Package - RI2016MH00040 - (RI-16-006)

< A}l Reviewable Units

Request System Help

Health Homes Population and Enroflment Criteria

MEDICAID - Health Homes - Ri Opioid Treatment Program Health Home Services - Ri- 2018

CMS-10434 OMB 0938-1188

Not Started In Progress Complete

Package Header

Package iD RIZ016MH00040
Submission Type Official - Review 1
Appraval Date 12/9/2016

Superseded SPA N/A
D

SPAID RI-16-006

initiai Submission 9/29/2016
Date

Effective Date 7/1/2016

View Implerentation Guide

View All Responses

Categories of Individuals and Populations Provided Health Homes Services

The state will make Health Homes services available to the following categories of Medicaid participants

¥ Categotically Needy (Mandatory and Options for Coverage) Eligibility Groups

#% Medically Needy Eligibility Groups

F_’_c_:)_p_l._z__le_n__tion Crite(ia

The state elects to offer Health Homes services to individuals with
" Two or more chranic conditions

¥ QOne chronic condition and the risk of develeping another

Mandatory Medically Needy
‘¥ Medically Needy Pregnant Women
+ Medically Needy Children under Age 18

Opticnal Medically Needy {select the groups includad in the population}

Families and Adults
7. Medically Needy Children Age 18 through 20

¥ Medically Needy Parents and Other Caretaker Relatives

Aged, Blind and Disabled
<t Medically Needy Aged, Blind or Disabled

# Medically Needy Blind or Disabled Individuals Efigible in 1973

Specify the conditions included
_ i Mental Health Condition

<> Substance Use Disorder

htips:/macpro.cms.gov/suitefternpa/recor dsitype/EZhOs Aditern isBIC o0jznkiJLyQCg3q055nal Es7j pR_dboVbtGWKhHGBmxOX1FnIG74YS1view/!_Ee24cA
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' One serious and persistent mental haalth condition

Enrcliment of Participants

Participation in a Health Homes is voluntary. Indicate the method the
state will use to enroll eligible Medicaid individuals into a Health Home

"} Opt-In ta Heatth Homes provider
% Refemral and assignment to Health Homes provider with opt-out
. * Other (describe)

RI - Submission Package - RIZH8MH00040 ~ (RI-16-006)

. Asthma
.7 Diabetes

i Heart Disease
..+ BMI over 25
:: Other (specify)

Specify the criteria for at risk of developing another chroni¢ condition

Patients will be assessed for the risk of developing another chronic condition
using a uniform checklist at each provider site. This form will address high
risk hehaviors and other risk factors for chronic conditions such as, but not
limited to: smaking; obesity; poor nutrition; childhood trauma; risky sex
practices; intravenous drug use; history of or cumrent abuse of substances
ather than opioids; family health histery. These forms will be completed at
assessment for new patients, at admission to Health Home programs for
current patients and annually at each physical appointment.

+f-

Describe the process used

Health Home participants receiving MAT for opioid dependence and COE
participants will be identified via provider or community partner referrals, such
as the judicial system or emergency departments, and outreach to prior
patients who were discharged due {o no contact. Physicians, other providers,
managed care organizations, treatment centers, and ciminal justice system
professionals will be made aware of the integrated MAT system and referal
process through a variety of means, including websites and other notices,
Grand Rounds, community meetings, and provider agreements.

All eligible patients cumrently enrolled in Opioid Treatment Programs will be
provided a letter explaining Health Home/COE Services and automatic
enrallment with information on how {o opt-out. Patients will be given the
opportunity to meet with Health Home/COFEteam representatives fo discuss
their options. All new patients will be given information on Health Homes
Services upon admission and the opportunity to opt-out at that time.
Opportunities for opting-out will be provided initially and then annually,
Providers are required to have clients sign an enroliment form, The provider
kaeps the enrollment form in the client's medical record. Every & months,
providers aitest to the fact that an enroliment form was signed for-all clients
enrolted in the program.

COE participants will nat be automatically disenroiled from COE unless
discharged.

Patients who initially accept OTP HH services, but who do not consistently
participate in any given 80 day period, may be disenrolled by the provider
after demonstrated engagement and cutreach efforts. Re-enrallment aptions
are always available for initial or subsequent patients who decline health
homes. Beneficiaries will be able to agree or decline to receive specific
Health Home services during their participation in developing the
individualized Plan of Care. Declining Health Home services will have no
effect on their regular Medicaid benefits, The Health Home will notify other
treatment providers about the goals and types of available Health Home
services and involve them in Health Home activities for shared patients,
Individuals receiving services in a hospital ED or as an inpatient who may be
eligible for Heaith Home services will be notified about their availahility and
refered based on patient choice.

i The state provides assurance that it will clearly communicate the
individual's right to opf out of the Health Homes benefit or ta change Health
Homes providers at any time and agrees to submit to CMS a copy of any
letter or communication used to inform the individuals of the Health Homes
benefit and their rights to choose or change Health Homes providers or to
elect nat to receive the benefit
- Name Date Created Type

Health Home Optout Form - Final ~ 9/17/2018 9:46 PM EDT

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1925, no parsans are required to respond to a colleclion of information unless it displays a valid
IMB control number, The valid OMB control number for this information collection is 0938-1188. The time required to complete this information collection is estimated to
average 40 hours per response, including the time to review instructions, search existing data resources, gather the data needed, and complate and review the
information collection. If you have commenis concerning the accuracy of the time esfimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security
Boulevard, Altn: PRA Reporis Glearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Records / Submission Packages

RI - Submission Package - RI2016MH00040 - (RI-16-006)

Request Systemn Halp

«— All Reviewable Units

Health Homes Geographic Limitations

MEDICAID - Health Homes - Rl Opioid Treaiment Pragram Health Home Services - R{- 2016

CMS-10434 OMB 0938-1188

Not Started In Progress Complete

Package Header

Package ID RI2016MH00040 SPAID RI-16-006
Submission Type Official - Review 1 Initial Submission 9/2%/2016
Date

Approval Date 12/9/2016

Effective Date 7/1/2018
Superseded SPA N/A

D
View Implementation Guids

“#: Haalth Homes services will be available statewide
"+ Health Homes services will be limited to the following geographic areas
-+ Health Homes services will be provided in a geographic phased-inapproach

PRA Disclesure Statement: According to the Paperwork Reduction Act of 1995, no persens are required to respond o a collection ofinformation unless it displays a valid
OMB control number, The valid OMB confrol number for this information coliection is 0838-1188. The time required lo complete this information collection is estimated fo
average 40 hours per response, including the fime to review instructions, search exisling data resources, gather the data needed, and complete and review the
information colfection. If you have comments concerning the accuracy of the time estimate(s) or suggesfions for improving this form, please write to; CMS, 7500 Security
Boulevard, Altn: PRA Reports Clearance Officer, Mall Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Service Definitions
+/-

Provide the state's definitions of the following Health Homes services and the specific activities performed under each service

Comprehensive Care Management

Definition

Comprehansive care management is provided for patients, families and supports, to develop and implement a whole-person care plan and monitor the patient’s
success in achieving goals.

A blo-psychosocial assessment of physical, behavioral, psychoiogical status and sacial functioning, along with a physical exam, is conducted for each person
admitted to an OTP. Per BHDDH licensing regulations, the bio-psychosocial assessment must be completed at intake, reviewed annually, and updated in
entiraty every five (5) years. This determines the approprate level of care; need for specialized medical/psychological evaluations; need for family participation
ar other supports; and the staff andfor program to provide the care.

Based on the assessment a goal-oriented, person centered care plan is developed and implemented by a multi-disciplinary team, which includes the patient
served.

The healthcare liaison, whose primary function is to establish and maintain primary/specialty care provider relationships, provides a process for outreach,
planning, and communication. These relationships promote multidisciplinary treatment recommendations and planning by fostering consistent access and
communication.

Communication of patient preferences Is incorporated throughaut the Health Home process. Consumer driven care plans focus on the desired goals of the
patient. Communication with providers will reference patient preference and choice. Case management can teach patients self advocacy to communicate
preferences.

Most of the team composition is experienced in the provision of services to OTP patients. Programs wili focus on role expansion and training to incorporate
the holistic healthcare perspective, Case managers will be recruited and trained in a Health Home model of care.

Recovering individuals are central to a recovery oriented system of care. Rhode Island has two established recovery support centers able train medication
assisted advocates and has a cadre of Certified Recovery Coaches accessible to OTP patients. Upon patient request, Recovery Coaches will participate in
planning and implementation of Health Home services.

Describe how Health Information Technology will be used to link this service in a comprehensive approach across the care continuum

All six of the cument OTP providers have electronic health records. Three of these providers use software that is certified for meaningful use - representing
more than half of the OTP populatian, Providers have adopted a standardized assessment tool that can be updated to reflect outcomes. OTP HHs received
training on utilizing an ASAM PPC assessment toal that provides standardized outcome measures.

OTPs are required to submit patient specific data to the Rl Behavioral Health Online Data (RIBHOLD) system at admission, discharge and relevant changes in
condition. OTPs will receive training from BHDDH on extraction and meaningful use of the data in RIBHOLD. RIBHOLD data is used to pravide outcomes to
SAMHSA to reflect changes in abstinence rates, housing, employment, social cannections, criminal justice invalvement, and retenticn in treatment (NOMs).
The information collected extends beyond these basic measures to include relevant comorbid conditions. Health Homes would provide OTPs with additional
training and incentive to use updated data submissions to identify and document the effectivenass of the Health Home model an muitiple outcomes, inciuding
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health candition. \
Care plans established at the OTPs can be shared with multiple providers using the State's HIE — CumrentCare with the client’s cansent. The HIT coordinator §
position will assist pregrams in becoming data sharing partners and/or participants in the CurrentCare Direct Messaging feature. This participation will facilitate !
the sharing of care plans and reduce duplication of effort, Cument Care representatives have been and will continue to be participants in the OTP Health Home

planning process.

Scope of service

The service can be provided by the following provider types

¥ Behavioral Health Professionals or Specialists Description
Qualified Behavioral Health Specialists will conduct initial bio-psychasocial
assessments and work with patients and other team members to develop
care plans, Behavioral Health professional shall have the following
qualifications: be a Licensed Independent Practioner; Licensed Chemical
Dependency Supervisor, Licensed Chemical Dependency Professional, or
Certifiad Co-Occurring Disorder Professionals-Diplomate, or Certified Co-
Occurring Disorder Professional who has cempleted a Clinical supervision
course approved by the Department or ba a Clinician with a refevant Master's
degree and ficensed, at least 2 full years or a Registered Nurse with ANCC
certification as a Psychiatric and Mental Health Nurse with 2 years'
experience. Each professionally licensed staff shall have a current license to
practice.

Within the organization no less than 50% of the staff will hold a Rl license in
behavioral health clinical specialty with certification in chemical dependency
from a nationally recognized entity or shall be licensed chemical dependency
specialists, or certified co-occurring disorder professionals or Diplomate, the
remaining 50% will be actively engaged in the process of meeting the
requirements,

Case managers will be responsible for ensuring adherence to the plan,
engaging family members and other supparts, and monitaring cutcomes.
Case managers will assist patients in accessing other speciaiized care,
encouraging patients to keep appointments and follow thraugh with care
recommendations. Case managers in OTPs and COEs must meet the state's
behavicral healthcare regulations whereby agencies develop staff
qualifications and provide the training to allow them to meet the job duties
required of thern. Trainings include but are not limited to, culturat
competency, trauma-informed care, HIPAA and 42 CFR. For OTP and COE
case managers this means that they must be able to provide OTPs and COE
services but do not have to acquire specific qualifications or cestifications.

! Nurse Practitioner
. Nurse Care Coordinators

ﬂ’ Nurses Dascription
Nurses will assist physicians in the admission and annual physicals. They
will assist in the development of the care plan. Nurses will regularly
coordinate with other healthcare providers and establish routine
communications. Nurses will continue to assess patients throughout
treatment and monitor progress in achieving health care plan goals.

Qualifications: Registerad nurse with ANCC certification as a Psychiatric and
Mental Heafth Nurse or, at least, twe (2} years full time experence providing
relevant behavioral health services.

.- Medical Speciafists

#! Physicians Description
Physicians review the bio-psychosocial assessments and conduct initial and
annual physicals of all OTP patients. Physicians are central to the creation
of the care pfan and lead teams to identify need for specialized care.
Physicians monitor medication stabilization and are available to consult with
all other providers,

" Physician's Assistants

£ Pharmacists Description
Phamacists are available for consultation to the Health Home team fo review
patient medications and make recemmendations to the care plan based on

this assessment.

! Social Workers

_ Doctars of Chircpractic
.. Licensed Complementary and altermative Medicine Practitioners

" Dieticians
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! Nutritionists

" Other (specify)

Care Coordination

Definition

Care coordination involves implementing an individualized care plan to attain goals and improve chronic conditions, Care managers ara responsible for
conducting these activities across all settings. This service provides case management necessary to access medical, social, vocational, educational, and
other services, including, but not limited to: Assistance in accessing health care and follow-up care; Assessing housing needs - providing assistance to
access and maintain safe/affordable hausing; Conducting autreach to family members and others to support connections to services, and expand social
networks; Assisting in locating community services in medical, social, legal and behavioral healthcare areas and ensuring that all services are coordinated;
Coordinating with other providers to monitor health status, medical conditions, medications/side effects; Coordinating with other entities such as the member’s
Managed Care Organizaticn, the criminal justice system, Child and Family Court and DCYF.

Currently OTPs have established relationships with some primary care and medical specialty providers in their regions. Regular contact occurs with hospitals
regarding medication verification and continuity of care. OTPs also have relationships with private psychiatrists and community mental health organizations.
These linkages can be strengthened and formalized as OTPs become Health Home providers.

Memorandums of understanding are used consistently by OTPs as standard practice when working with comeunity providers. Formal agreements are less
prevalent with recovery support services. Health Homes can provide the impetus to expand the recovery support network.

As 42 CFR Part Il pragrams, OTPs are aware of the need for compliant consent forms. The state has established a standardizad process to share Part 1l
information with the statewide Health Information Exchange (CurrentCare). Patients are fully apprised of cansent chaice and confidentiaiity regulations as they
pertain to substance abuse treaiment.

Describe how Health information Technology will be used to link this service in a comprehensive approach across the care continuum

OTPs will be able to link electronic health records to the State Health Information Exchange - CurrentCare. Behavioral Healthcare Organizations {including
OTPs) are required by regulation to offer enrollment in the CurrentCare system. Regulations provide access to an approved authorization to release
information form that provides compliant data exchange with 42 CFR Part Il protected information. OTPs understand and meet the requirements of HIPAA
relevant to information sharing. Three of these OTPs - representing more than half of the OTP patients in the state, use certified EHR software. Cunently the
Siate receives regular data from the Depariment of Corrections on OTP patients that become incarcerated in an effort to provide continuity of care. This
information is shared with the identified provider. MCOs have developad a pracess to notify CMHO Health Homes of any hospitalization within 24 hours in an
effort to coordinate care. This procass will be established for OTP Health Homes as well. MCOs have provided CMHOs with routine utilization reports and wild
do the same with OTPs so they are able to see where patients are - and are not - accessing care.

Scope of service

The service can be provided by the following provider types

+# Behavioral Health Professionals or Specialists Description
The position with primary responsibility for this service will be case managers.
Case managers wiil seek input from other team members, but wilt be the
primary contact for care plah implementation. Case managers will assist
patienis in-accessing other services by appointment reminding, atiending
appointments, identifying need and associated resources. Case managers
will most often be the team member with the most patient contact and
outreach to patients and their supporis to maintain engagement in senvices.
Case managers will most frequently interact with providers of other services
and note compliance with care recommendations, Case managers wilk repart
back to other team members on care plan implementation - success and
challenges and seek inpuit from others to enhance cutcome and goal
attainment,

Case managers in OTPs and COEs must meet the state’s behavioral
healthcare regulations whereby agencies develop staff qualifications and
provide the training to allow them to meet the job duties required of them,
Trainings include but are not mited to, cultural competency, trauma-informed
care, HIPAA and 42 CFR. For OTP and COE case managers this means that
they must be able to provide OTPs and COE services but do not have to
acquire specific qualifications or certifications.
" Nurse Practitioner
" Nurse Care Coordinators
. Nurses
.- Medical Specialists
" Physicians
! Physician's Assistants
.. Pharmacists
_ Social Workers

- Doctors of Chircpractic

. Licensed Complementary and altemative Medicine Practitionars
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.- Dieticians

" Nutritionists

& Other (specify)
Provider Description

Type
Peer Recovery Coaches will be available to participanis to support clients in accessing community-based resources, recovery, health and
wellness support, and employment plans. A prospective Peer Recovery Specialist must meet the folfowing critesia:

a. Credentialed, or be in the process of being credentialed, by the Rhode Island Certification Board (RICB) as a Peer Recavery Specialist,

Peer pursuant to the standards available af http://www.ricertboard.org/. RICB credentialing standards meet minimum standards of the International
Recovery Certification and Reciprocity Consortium [IC&RC).
Coaches b. Acknowledges a mental iliness, addiction, chronic illness, or intellectual/developmental disability {/DD), and has received ot is currently

receiving treatment and/or community suppart for it. People who have lived experience with a family member or loved one with one of these
experiences are also quafified to be a PRS.
¢. Individuals who have undergone periods of homelessness may also apply for this credential.

Health Promotion

Definition

Health promation services encourage and support healthy ideas and concepts to motivate Individuals to adopt healthy behaviors. The services also enable
individuals to self-manage their health. Health promotion services may be provided by any member of the OTP Heaith Home team.

Health promaoticon activities place a strong emphasis on seif-direction and skills development for monitoring and management of chronic health conditions,
Health promotion assists individuals to take a seif-directed approach to health through the provision of health education. Specific health promotion services
may include, but are not limited to, providing or coordinating assistance with:

o] Promaoting individual's health and ensuring that all personal heaith goals are included in person centered care plans;

o] Promotion of mental health treatment, smoking prevention and cessation, nutritional counseling, obesity reduction, and increased physical activity;

a  Providing health education to individuals and family members (where appropriate) ahout chronic conditions;

a Providing prevention education to individuals and family members (where appropriate) about health screening and immunizations;

o} Providing self-management support and development of self-management plans and/ar relapse prevention plans so that individuals can attain personal
health goals; and

a Promaoting self-direction and skili development in the area of independent administering of medication.

a Linking the member to disease management and health education pregrams offered by his/her managed care organization.

Describe how Health Information Technology will be used to link this sarvice in a comprehensive approach across the care continuum

Infarmation will be collected on a periodic basis on individual participation in both external and internal health promotion activities. For those activities included
in the EHR, this information can be shared with other providers using the CurmrentCare HIE. Individuals accessing health promotion activities through the
Department of Health's Chranic Disease Self-Management Program will alseo be tracked by the Department of Health for fallow-through, participation and
completion. OTP staff have been encouraged to hecome providers for the DOH programs and train in the Stanford Madel along with offering RNs and
phamacists the opportunity to become certified diabetes outpatient coordinators and certified cardiac outpatient coordinators.,

Scope of service

The service can be provided by the following provider types

< Behavioral Heajth Professionals or Specialists Deseription
Master's level team leaders will be responsible for the oversight of this
service. Care managers may assist in the provision of health prometion
activities. Case managers in OTPs and COEs must meet the state’s
behavioral healthcare regulations whereby agencies develop staff
qualifications and provide the training to allow them to meet the job duties
required of them. Trainings include but are not limited to, cultural competency,
trauma-informed care, HIPAA and 42 CFR. For OTP and COE case managers
this means that they must be able to provide OTPs and COE services but do
not have to acquire specific qualifications or certifications.

"t Nurse Practitioner

: Nurse Care Ceordinators

+% Nurses Description
Health Home team RNs will have primary responsibility for the provision of
health promotion activities. Nurses will create and faciliiate groups fargeting
health promotion (i.e.nutrition, smaking cessation, exercise) as well as meat
with participants individually to monitor and encourage health prometion
activities. Nurses will provide educational materials to individuals and be
avallable as ptimary consultants for any questions related ta health promation
activities.
Qualifications: Registered nurse with ANCC certification as a Psychiatric and
Mental Health Nurse or, at feast, two (2) years full time experience providing
relevant behavioral health services.

.- Medical Specialists
¥ Physicians Description

Physicians will have routine contact with Health Home patients and will
encourage participation in health promotion activities.
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. Physician's Asslistants
" Pharmacists
" Social Workers
i Doctors of Chiropractic
 Licensed Complementary and altemative Medicine Practitioners
"t Dieticians
¢ Nutritionists

#: Other (spesify)

Provider

Type : Description
. Peer Recovery Coaches will pravide the following: serve as a role model for the integration of recovery, health and wellness, and
. employment; provide education to individuals regarding services and benefits available te assist in transitioning into and staying in the
worldfarce; navigating state and local systems (including addiction and mental health freatment systems); mentoring individuals as they
develop strang foundations in recovery and wellness; and promating empowerment and a sense of hopa through self-advocacy by sharing
Peer personal recovery experiences. A prospective Peer Recovery Specialist must meet the following criteria: o
Recovery a. Credentialed, or in the process of heing credentialed, by the Rhode sland Certification Board (RICB) as a Peer Recovery Specialist,
Coaches pursuant 1o the standards available at http://www.ricertboard.org/. RICB credentialing standards meet minimum standards of the Intemational

Certification and Reciprocity Consortium {IC&RC),

b, Acknowledges a mental lliness, addiction, chronic iliness, or intellectual/developmental disability (I/DD), and has received or is cumently
receiving treatment and/or cammunity support for it. People who have lived experience with a family member or foved one with cne of these
experiences are also qualified to be a PRS.

c. Individuals who have undergane periods of homelessness may also apply for this credential.

Comprehensive Transkional Care from inpatient to Other Settings {including appropriate follow-up)

Definition

Comprehensive transitional care services focus on the transition of patients from any long-term care facility or other aut-of-home setting into the community.
Health Home team members work closely with the patient to transition smoathly back to the community and share information with discharging organizations
to prevent gaps in care that could result in re-admissian.

To facilitate timely and effective transitions, ali OTPs will maintain collaborative relationships with emergency departments, local hospitals, long-term care and
residential facilities and other applicable settings. OTP HH Program manual defines the care transition protocols that GTP HHs. must implement. OTPs will
ufilize healthcare liaisons to assist in discharge planning - existing OTP patients and new referrals - from inpatient setiings to OTPs. Care coordination will
also assist in transitioning incarcerated individuals.

Healthcare liaisons, care coordinatars and other team members will provide transitional care services. The team will collaborate with physicians, nurses,
social workers, discharge planners and pharmacisis within the hospital or residential setting to ensure a care plan has been developed and work with family
members {where appropriate) and community providers to ensure that the plan is communicated, adhered to and modified as indicated.

When an OTP patient is admitted to a hospital, there is dialogue with medical staff for medication vesification. Education is provided to hospitals regarding
QTP Health Home services and this dialogue can be expanded beyond dosing information to continuity of care and discharge planning,

Managed Care Organizations and Medicaid have created mechanisms for periodic utilization reperts provided to OTP HHs.In fact, MCQOs have developed next
day notification procedures to Health Homes on all hospital admissions.

Describe how Health information Technology will be used te link this service in a comprehensive approach across the care continuum

Health information technology is crucial in establishing effective, comprehensive transitional care. Currently, all OTPs have electrenic medical recards, though
may not be able to share health record information easily, Providers are encouraged to participate in Direct Messaging available through the State's Health
Information Exchange - CurrentCare. Direct Messaging allows providers to share information securely and efficiently.

Data that is submitted through RIBHOLD is currently accessed onling by the providers to prevent dual enrallment. If a client is currently active in one program,
another will nat be able to admit until that client is "cleared” for admission by being discharged. OTP providers are very accustomed to using this form of HIT
to coordinate care amongst themselves, Easy access to enrollment data allows providers to request prior treatment information that will assist them in
development of a comprehensive treatment approach.

BHDDH also receives daily census data from the Department of Comrections in order to alert providers that an active OTP patient has been incarcerated and to
provide continuity of care during at ieast the initial pericd of incarceration.

Through a collaborative process with MCOs, OTPs will be provided with quarterly utilization reports for their clients, enabling them to address need for
coordination and transition. OTPs will also receive next day natification by MCOs on any Health Home patient that is hospitalized. These standard reports will
be submitted to OTPs on a regular basis and assist in the effective provision of transitional care services.

OTPs have relationships with providers of long term care services including nursing facilities and substance abuse residential treatment. These providers may
also participate in Direct Messaging enabling OTPs to provide and receive information enhancing their ability to meet client needs in transitioning.

Scope of service

The service can be provided by the following provider types

¥ Behavioral Haalth Professionals or Specialists Description
The Master's | .evel team leader will need to assess the consistency of the
care plan{s) established in refation to the clinical treatment plan. This person
will interact with other providers in addressing the patient's treatment and
health needs while in another setting and work with the team to establish a
transitional plan.
The case manager will be responsibie for the application of services in a
transitional care plan. The care manager will be responsible for assuring the
patient is able to follow through with transition pians and is assisted in doing
S0,
Case managers in OTPs and COEs must meet the state’s behavioral
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heatthcare regulations whereby agencies develop staff qualifications and
provide the training to allow them to meet the job duties required of them.
Trainings include but are not limited to, cultural competency, trauma-informed
care, HIPAA and 42 CFR, For OTP and COE case managers this means that
they must be able to provide OTPs and COE services but do not have to
acquire specific qualifications or certifications.

The hospital flaison will work closely with the hospital staff, especially
discharge planners, to assess the suitability of transition plans. Hospitat
liaisons will work with other long term facllities to plan for coordination of care
during and after a residential stay.

" Nurse Practitioner

i Nurse Care Coordinators

¥ Nurses Description
The registered nurse will likely be the primary provider/monitor of transitional
care activities. Nurses have the most day-to-day interaction with other
physical health care providers. Nurses are responsible for the oversight of
medication delivery and acdministration, The RN will be the party responsible
to develop the transitienal care plan and accommodate any of tha needs of
individuals, such as transpaortation, ambulation, and risk of infection, etc.

Qualifications: Registered nurse with ANCC certification as a Psychiatric and
Mental Health Nurse or, at least, two (2) years full time experience providing
relevant behavioral health services.

" Medical Specialists

# Physicians Description

The team physician will be responsible for the review of other freatment
received and re-integration in the outpatient setting. Physicians wilt need to
coordinate with other physicians to ensure continuity of care. Physicians will
guide other team members in the establishment of a transitional care plan.

. Physician's Assistants

. Pharmacists Description
Patients transitioning from long term programs or hospitalizatons may have
the need for a medication review by the pharmacisi to ensure that
medications prescribed during or post these stays will not adversly interact
with methadone.

.

. Social Workers

.* Doctors of Chiropractic

" Licensed Complementary and altemative Medicine Practitioners
_ Dieticians
! Nutritionists

"t Other {specify)

individual and Family Support {(which includes authorized representatives)

Definition

Patient Support Services provide quality care that allows clients to maintain independence and improve the quality of their lives. This support may invalve
families, cemmunities, professionals and any other entity identified by the patient as integral to their recovery process. Individual support services, including
family where appropriate, are provided by the care coordinator and other members of the heaith team to reduce barmiers to individuals’ care coordination,
increase skills, engagement and improve health outcomes. These services may include, but are not limited to: !
Providing assistance in accessing needed self-help and peer support services; ,
Advecacy for individuals and families; :
Assisting individuals to identify and develop social support networks;
Asslistance with medication and treatment management and acdherence;
Identifying resources that will help individuals and their families reduce barriers to promote the highest level of health and success;
Cannection to peer advocacy groups, wellness centers, Rhede Island Coalition for Addiction and Recovery Efforts (RICares), Faces and Voices of
ecovery (FaVoR) and psyche-educational programs; and
Individual and family support {where appropriate) services that may be provided by any member of the OTP Health Home team.

o@moceocoooO

OTP Health Homes provide suppaort, education and rescurces to any family member as defined by the patient.

Describe how Health information Technology will be used to link this service in a comprehensive approach across the care continuum

With appropriate consents to release information, family and other supports of Health Home participants may have access to relevant infonmation contained in 3
the electranic health record. Such information may be useful to supports for developing apprapriate recovery plans and engaging patients in cpen discussions

around neads and follow through, Families may also provide helpful collateral information that may guide the assessment and care planning for the individuat.

Families may have need to access information through HIT in the event of emergency or potentially for legal issues. Family members can be made aware of

provider's participation in Direct Messaging and in the event of an emergency can let responders know that there is information to be accessed in that manner.
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Scope of service

The service can be provided by the following provider types

¥ Behavieral Health Professionals or Specialists Description

All members of the Health Home teams may be invalved in the provision of
Individual and family suppart services. While care managers may have
primary respansibility, it is reasonable to assume that ali of a Health Home
client's supparts may have access to all team members. Case managers in
OTPs and COEs must meet the state’s behavicral healthcare regutations
whereby agencies develop staff qualifications and provide the training to allow
them to meet the job duties required of them. Trainings include but are not
limited to, cultural competency, trauma-informed care, HIPAA and 42 CFR.
For OFP and COE case managers this means that they must be able to
provide OTPs and COE services but do not have to acquire spesific
qualifications or certifications.

! Nurse Practitioner

... Nurse Care Coordinators

+ Nurses

Description
Nurses may involve family in instructions for following care plans and
discussijons around medication adherence.

Qualifications: Registerad nurse with ANCC ceriification as a Psychiatric and
Mental Health Nurse ar, at least, two (2) years full time experience praviding
relevant behavioral health services.

-

. Medical Specialists

. Physicians

Description

Doctors may include family members or patient advocates in their meetings
with patients.

... Physician's Assistants

Description

Phamacists may provide information to family and other supports on
potential medication interactions and signs and symptoms of medication
overdose,

: Social Workers

77 Doctors of Chiropractic

. Licensed Complementary and altemative Medicine Practitioners

" Dieticians

.. Nutritionists

# Other (spacify)

Provider
Type

Peer
Recovery
Coaches

_ Description

Peer Recovery Coaches will promate empowerment and a sense of hope through self-advocacy by sharing personal recovery experiences
and provide education to individuals regarding services and benefits available to assist in fransitioning into and staying in the workforce. Peer

_ Recovery Coaches will also assist in navigating state and local systems (including addiction and mental health treatment systems. A

. prospective Peer Recovery Spacialist must meet the following criteria:

¢ a. Credentialed, or in the process of being credentialed, by the Rhode Island Certification Board (RICB) as a Peer Recovery Specialist,

: pursuant to the standards available at http:/fwww.ricertboard.org/. RICB credentialing standards meet minimum standards of the Intemational
¢ Certification and Reciprecity Consortium (IC&RC).

b, Acknowledges a mental illness, addiction, chronic iliness, or intellectual/developmental disability (1/DD), and has received or is currently

. recelving treatment and/or community support for it. Pecple who have lived experience with a family member or loved ane with one of thase

: experiences are also qualified to ba a PRS.

. ¢. Individuals who have undergone periods of homelessness may also apply for this credential,

Referral to Community and Social Support Services

Definition

Referral to community and social support services, including programs offered by the member's managed care organization, provides patients with a wide
array of suppart services ta help overcome barriers, increase self-management skills and achieve overall health. Appropriate referrals are driven by the
assessment process and are noted on the patient’s care plan in consultation with and agreement from the patient. The State assures appropriate refemals are
made by monitoring the assessment, planning and care provided by OTPs,

Refemral to community and social support involves facilitating access to assistance for individuals to address medical, behavioral, educational, and sccial and
community issues that may impact overail health. Such referrals are made through telephone or in person consultation and may include electronic
fransmission of requested data. Follow through on referrals will be the role of the healthcare llaisen or the case manager, depending upon the type of referral.
The types of community and social support services to which individuats will be referred may include, but are net limited to:
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- Primary care providers and specialists;

- Wellness programs, including smaking cessation, fitness, weight loss programs or yoga;

- Specialized support groups {i.e. cancer or diabetes support groups);

- Recovery support services such as suppost groups, recavery coaches, 12 step groups;

- Housing, including recovery housing;

- Sacial integration opportunities incfuding Recovery Centers;

- Banefit attainment assistance;

- State Nutrition Assistance Program (SNAP),

- Office of Rehabilitation Services;

- Secial integration and social skill building programs;

- Faith based organizations;

- Community Mental Health Organizatians;

- Higher fevels of care for addiction treatment, inciuding IOP, PHP, residential or detox that can be accessed with assistance from the member's managed care
organization 24 hours per day, seven days per week.;

- Appropriate cultural support centers;

- Social Case managers, outreach workers, disease management programs and other resources offered by the member's managed care organization.

Referral to community and social support services may be provided by any member of the OTP health home team

Describe how Health Information Technology wHi be used to linl this service in a comprehensive approach across the care continuum

Referrals to community and social support services can be made through Direct Messaging with any participating practices. It is important to note that for

many of these programs, clinical detail in health records may not be needed or appropriate.

OTPs making referrals to the Rhode Island Department of Health's Chronic Condition Self-Management Programs can use the established refemal pracess.

Releases are signed and a referral form is completed and then emailed to the DOH. DOH tracks the referrals and assists the patient in making and keeping
appointments. Peers follow up on all referrals at least three times to insure that the patient is cannecting to the service. These services include but are not !
limited to: arthritis exercise programs; arthritis walking with ease programs; certified diabetes and certified cardiovascular disease outpatient educators; Living i
Well Rhode Island; Diabetes Self-Management; Health Smart Behaviors; Draw a Breath Asthma Program; Livestrong at the YMCA,; Chronic Pain self-

management workshops; QuitWorks Ri; YMCA's Heaithy Lifestyles Behavior Change Program.

Scope of service

The service can be provided by the following provider types

" Behavioral Health Professionals or Specialists Description 3
Case managers will most likely make the bulk of referrals that are not specific ‘
to medical appointments, though would not be restricted from doing so when
appropriate, Case managers are the primary link to resources of recovery ‘
suppart in the community. Working with the Master's Level Team Leader,
case managers will be responsible for maintaining updated lists of resources
with contact information. Case managers will ensure follow through on
referrals and assist patients, when needed, in getting to appointments or
ensuring cennection.

Case managers in OTPs and COEs must meet the state’s behavioral
healthcare regulations whereby agencies develop staff qualifications and
provide the training to allow them o meet the job duties required of them.
Trainings inciude but are not limited to, cultural competency, trauma-informed i
care, HIPAA and 42 CFR. For OTP and COE case managers this means that
they must be able to provide OTPs and COE services but do not have o
acquire specific qualifications or certifications.

.. Murse Practitioner
.+ Nurse Care Coordinators

#i Nurses Description

Nurses will likety be the primary source of referral for medicat appointments,
ensuring that patients are properly referred and that essential information is
provided and received.

Qualifications: Registered nurse with ANCC certification as a Psychiatric and |
Mental Health Nurse or, at [east, two (2) years full ime experience providing
relevant behavioral health services.

... Medical Specialists

# Physicians Description
Physicians may make referrals for HH patients an a regular basis. It would
be expected that in referrals to specialty care for individuals with specific
camplicaticns, a physician referral would be most apprepriate. For the
Certified Diabetes Outpatient Educator and the Certified Cardiovascular
Disease Qutpatient Educatar Programs, the referral must come from a
physician.

. .. Physician's Assistants
" Pharmacists

- Sociat Workers
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" Doctars of Chiropractic
"} Licensed Complementary and altemative Medicine Practitioners
" Dieticians
" Nutritionists

¥ Other (specify)

Provider

Type Description
Peer Recovery Coaches will provide education to individuals regarding services and benefits available to assist in transitloning into and
staying in the workfarce and will support individuals in accessing community based resources, recovery, health and weliness support, and
employment services. A prospective Peer Recovery Specialist must meet the following criteria:
Peer a. Credentialed, ar in the process of being credentialed, by the Rhode Island Certification Board (RICB) as a Peer Recavery Specialist,
Recovery pursuant to the standards available at http://fwww.ricertboard.org/. RICB credentialing standards meet minimum standards of the Intemational
Coaches Certification and Reciprocity Consortium (IC and RC).

b. Acknowledges a mental illness, addiction, chrenic illness, or intellectual/developmental disability (I/DD), and has received or is currently
receiving treatment and/or community suppart for it. People who have lived experience with a family member or loved ane with one of these
experiences are also qualified to be a PRS.

c¢. Individuals who have undergona periods of homelessness may also apply for this credential.

Health Homes Patient Flow

defa

Describe the patient flow through the state's Health Homes system. Submit with the state plan amendment flow-charts of the typical process a Health
Homes individual would encounter

The attached RI flow chart depicts the Health Home process for "Alice" the opioid dependent HH client described in our previously submitted narrative. This
chart identifies the process for individuals who may present in local hospital emergency departments. Through the HH process, it is expected that OTPs will
wark fo increase their coordination of care with local hospitals and educats them on Health Home services. For an opioid dependent patient who presents in
an ED, an assessment will be made as to whether that patient is currently enrolled in an OTP. If yas, thay will be educated as to benefit of HH services, if no,
outreach will be made to OTP hospital liaison who will offer OTP/HH services and coordinate appointment for assessment/intake. Assuming client is
appropriate for treatment and decides to enroll in Health Homes, they would then be assigned to a Health Home team that may be focused on their primary
chronic condition and meet with members of that team to create a recavery care plan. The patient would have access to the team nurse for any cancems,
care needs and routine screenings. The patient would work with the team to have care coordinated with other health care providers which would inciude
appointment scheduing, informatich sharing, medication reviews, and follow-up. Case management would assist the client getting to appointments,
connecting with other recovery suppert services, addressing needs and family engagement (if appropriate). If the primary chronic condition focus changes, the
patient may transfer to a different team that addresses that particular condition if they choose to. As the client progresses in attaining recavery care goals, the
focus ofthe team will be to continue care coordination, provide resource to the patient, and meet any arising needs. For members in managed care, the OTP
HH team will also engage with the member's managed care organization for assistance in accessing other primary care, specialty care, and acute services.
Far patients that are self-referring, enrolled in Managed Care or are already engaged in OTP services, apportunity to participate in HH services will be offered
and patients wili progress through services as described above.

Name Date Created Type

OTP HH Flow Chait : 9M7/2016 9:56 PM EDT ﬁ

PRA Disclosure Statement; Accerding to the Paperwork Reduction Act of 1895, ne persons are required to respond to a collection of Information unless it displays a valid
OMB contrel number. The valid OMB control number for this infermation coliection is 0838-1188. The fime required to complete this information collection is estimated to
average 40 hours per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the
infarmation caliection. If you have commenis concerning the accuracy of the time estimate{s) or suggestions for improving this form, please write to: CMS, 7500 Security
Boulevard, Attn: PRA Reports Clearance Officer, Mall Stop C4-26-08, Baltimaore, Maryiand 21244-1850,
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Types of Health Homes Providers
+-
+ Deslgnated Providers

Indicate the Health Homes Designated Providers the state includes in its
program and the provider qualifications and standards

" Physlcians

i+ Clinical Practices or Clinical Group Practices

- Rural Health Clinics
.} Cemmunity Health Centers

- Community Mental Health Centers

‘.- Home Health Agencies
 Case Management Agencies

+ Community/Behavioral Health Agencies

Describbe the Provider Qualifications and Standards

All Health Home designated providers are Opioid Treatment Programs
licensed by the Depariment of Behavioral Healthcare, Devetopmental
Disabilities and Hospitals as Behavioral Healthcare Organizations. Licensed
status indicates that all programs are required o abide by the Rules and
Regulations for Behavioral Healthcare Organizations, Al OTP Health Home
providers are accredited by independent accrediting bodies and certified by
SAMHSA.

MAT is the use of medications, in combination with counseling and behavioral
therapies, f{o pravide a whale-patient approach to the treatment of substance
use disorders, Effective MAT programs atso provide services such as
physical and mental heaith care, case management, life skills training,

hitps=//macpro.cms.gov/suite/tem pa/records/type/EZhOs Afitemn isBEC ol znkfLyQC g3q055nalEs7jpR_d5VhtGWkKhH GBmxOX1F nIG74YSjview/_Ee24cA 16
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employment support, infegrated family support, and recovery support
services. Health Home services build on existing MAT resources and
infrastructure. Methadone treatment is highly regulated and can only be
provided through specialty Opioid Treatment Programs (OTPs), which have
provided comprehensive addictions services but with timited integration into
the broader health care or mental health treatment systems.

The OTP Health Home is a Designated Provider as described in Sectien
184b{h}(5). The OTP Health Home builds upon the existing treatment system
by developing into specialty treatment centers that pravide the six (8) Health
Home services in addition to the traditional comprehensive methadone
addictions freatment,

If an OTP HH pravider would like to be authorized ta receive reimbursement
for COE services, the OTP HH arovider must submit an application to the
State. The State will assess each COE application according to the
Certification Standards for Centers of Excellence. The Certification Standards
getail the requirements that the COEs are held to, including, but not limited to
the staffing requirements, person-centered approach to care, care
coordination activities, use of HIT, quality monitoring and repotting, as well as
the scope of COE services which include complete biopsychosocial
assessments and physical exams; observed redication inducticns;
Individualized treatment planning; individual and group counseling;
randomized toxicology: coordination of care with other treatment providers;
refesral for services not provided at the COE or 1o higher lavels of care; case
management to address other support service needs; wellness proemotion
activities; continued provision of outpatient clinicat and recovery suppart
services to individuals successfuily transferred to the community;
consultation and support to community buprenorphine physicians; discharge
planning; readmission and re-stabilization of individuals who have relapsed or
are experiencing crisis. The Certification Standards far Centers of Excellence
are available on EOHHS' website at the following link:
http://testweb.bhdch i .gov/quick_links/excellence.php

i Federally Qualified Health Centers (FQHC)
- Other {Specify)
.} Teams of Health Care Professionals

" Health Teams

Provider infrastructure
+/-

Describe the infrastructure of provider arrangements for Health Home Services

Opioid treatment programs are uniquely suited to provide health home services to opioid dependent patients receiving medication assisted treatment.
Compliant with both federal and state statutes, OTPs are staffed by medical and clinical staff and have daily to biweekly contact with clients in a clinical
setting. OTPs praviding Health Home services are required to be licensed by the Department of BHDDH and demanstrate compliance with Rules and
Regulations as determined through routine monitoring and audits. OTPs are also required to receive certification through SAMHSA and maintain independent
accreditation.

To provide Health Home servicas, OTPs will be required to maintain a specific staffing pattern dedicated solely to the impiementation of the six service
domains identified by CM$. Staffing will be based on a ratio of & 125 patients per team. Teams will be organized by primary co-marbid condition if numbers
allow (i.e. a Hepatitis C specific Health Home team, a COPD focused Health Home team), otherwise, patients will be arganized on teams with many comorbid
conditions or risk factors present. These teams will be led by staff trained and knowledgeable in the primary health concem of the patient. Presence in
particular teams may be fluid hased upon changes in the patient’'s presentation and primary concems.

The COE staffing requirements, as described in the COE Certification Standards, include Drug Abuse Treatment Act (DATAYwaivered physicians, nurses (RN
or LPN), Master's Levet Glinician (clinician to patient ratic not to exceed 1:100), phammacist, and a combination of licensed chemical dependency
professionals, case managers and or peer recovery coaches,

The following is a description of each core Health Home team member and their roles:

SUPERVISING MD: The OTP physician has primary responsibility for the overall treatment of the patient.

Care Management:

. Coordinate and review health assessment that identifies medical and weliness needs.

. Provide consultative support to provider Case managers to help identify the physical health needs of individuals and work with relevant organizations to
develop a services plan and amrange for the delivery of physical health services as needed.

. Ensure individuals with complex, co-occuming physical heaith disorders are well understood ar being served by primary care providers, as needed through
regular phone contact, comespondence, fo their medical and health promotion providers.

. Ensure that the individual's plan of care developed by the Health Home team integrates the continuum of medicat, behavioral health services and
identifies the primary care physician/nurse practitioner, specialist(s) and other providers directly involved in the individual's care.

. Ensure that the individual's plan of care developed by the Health Home team clearly identifies goals and timeframes for impraving the patient's health
and health care status and the interventions that will produce this effect.

. Attend organizational staff meetings as needed to assess medical status and progress, coordinate medical and health promotion activities, and develop
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solutions to problems other staff are experiencing.

. Collahorate with nurses in assessment of client's physical health, making appropriate referrals to community physicians for further assessment and
treatment, and coordination medical treatment,

Care Coordination and Health Promotion

. Ensure that individual plans of care clearly identify primary, specialty, behavioral health and community netwarks and supports that address identified
needs,

. Ensure OTP clients have meaningful engagement with intemal and community weliness and prevention resources for smoking cessation, diabetes,
asthma, hypertension, efc., based on individital needs ard preferences,

Individual and Family Supports

- Ensure the care plans reflects patient and family or caregiver preferences, education and support for seff-management, self help recovery, and cther
resottrces as appropriate.

. Communicate/share information with individuals and their families and other caregivers as appropriate.

. With other team members, provide support and education to family members of clients to help them become knowledgeable about opioid dependence,
coltaborate in the treatment process, and assist in their family membear's progress.

Referral to Community/Social Supports

. Participate in the development of agencies’ policies, procedures and accountabilities {contractual agreements) to support effective collaborations
between primary care, specialist and team, including follow-up and consultations that clearly define roles and responsibilities.

Continuaus Quality Improvement

. Participate in agency continuous quality improvement program, and cailect and report on data that pemits an evaluation of increased coordination of care
and chronic disease management.

. Clinical supervision, education and training of the team pertaining to medical issues, as needed.

RN SUPERVISOR: This team member has primary responsibility for the implementation of health homes services and specific care plans. Nurses assist the
physician in the monitering of reutine health screens, they conduct regular face-to-face assassments of cfients, screen BMI and bloed pressure, make
referrals, monitor medications and assist in the coardination with outside providers, including hospitals. The RN supervisor is involved in providing all aspects
of Health Home services, including comprehensive care management, care coordination, health promotion, transitions of care, individual and family supparts,
and referrals to community and social support services.

The following is a detailed list of RN Health Home responsibilities:

. In collaboration with the team physician, coordinate, schedute and administer agency's assessment of clients’ health, making appropriate referrals to
community physicians for further assessment and treatment, and coordinate substance abuse treatment with medical treatment. (comprehensive care
managemetit),

. Provide ongoing health assessments {identify health issues, behaviors, needs, barriers) and all other assessments, which are appropriate for the nursing
scope of practice. {comprehensive care management)

- Build refationships with medical providers in the community, which will provide the team with a netwark of physical health resources. {comprehensive
transitional care)

. Collaborate and regularly liaises with pharmacies, labs and community agencies based on consumer's health and wellness needs. (comprehensive
transitional care)

. Refer clients ta other health providers and other resources within the community when appropriate. (referral to community and social support services)
. Accompany consumers to medical appointments; facilitate medical follow up, when appropriate. {comprehensive care management}

. Provide suppertive case management to families by ensuring they receive assistance with patient advocacy, information regarding program, team, or
community health and educational resources, and refemals to appropriate community services andfor agencies. (care coordination)

- Suppart client access to services such as medical appointments, hospitals, transportation, housing services and soctal programs by methods such as
providing health care information and contacting relevant programs/services. {(care coordination)

. Act as an advacate for clients. (care coordination)
. Under the direction of the team physician, the nurse will develop, revise, and maintain medication protocols, poficies and procedures. (care ceordination)

. Provide support and education to family members of clients to help them become knowledgeable about substance use disarders, collaborate in the
treatment process, and assist their family memkber in making progress. (family supports)

. Manage phamaceuticals and medical supplies. {family supports)

. Facilitate wellness promotion activities such as smoking cessation, chronic condition self management, and nutrition. {weflness promotion)

MASTER'S LEVEL TEAM LEADER/PROGRAM DIRECTOR; A licensed clinician invalved with identifying potential OTP patients, conducting outreach,
assessing preliminary service needs, establishing 2 comprehensive care plan, developing an individualized Plan of Care with goals set in conjunction with the
patient, assigning Health Home team roles and responsibilities, developing treatment guidelines and protocals, monitoring health status and treatment
progress, and develeping QI activities to improve care. These individuals are the bridge between clinical and Health Home services. Team leaders supervise
case managers, facilitate tearm meetings and provide the necessary outreach and patient engagement strategies, Team leaders, in conjunction with the RNs,
act as the healthcare liaison with community and institutional providers. Team leaders will participate in transitional care meetings and establish working
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relationships with primary and specialty care practices, along with other specialty behavioral healthcare providers (CMHCs, residentiat treatment providers,
efc.). They are invelved in providing all aspects of Health Home services, including comprehensive care management, care coordination, health promation,
transitions of care, individual and family supports, and refemals te community and social support services.

. Lead on development of health services plans at the treatment plan meetings; monitar each client’s status and response to health coordination and
preventton activities; and provide feedback regarding staff performance, and give direction to staff regarding individual cases and supetvise members of hiealth
home team in the development of wellness and prevention initiatives; health education groups. Oversee primary functions of HH Team, including but not
limited to:

a. Provide on-going fraining to case managers in the recognition and management of chranic medical conditions. (health promation)
b.  Coordinate and infegrate disease self-management activities (improve integration within general health promotion practices practice). (care coordinatian)
c.  Provide effective discharge planning implementation/ continuity of care. {care coordination, comprehensive transitional care)

d.  Ensure quality communication with CMHOs, federally qualified health centers, hospitals, other providers, etc. (troubleshoot when necessary on issues).
(care coordination)

e.  Develop and maintain warking relationships with pimary and specially care providers, including inpatient facilities. (comprehensive care management)

f.  Consult with community agencies and families to maintain coordination of the treatment process.(refemral to community and social support services,
individual and family support services)

g.  Assure that team is meeting overall Health Homes goals. (comprehensive care management)

h.  Educate community health referral sources, perform clinical screens and participating, organizing and executing care-coordination and preventian. {health
promotion)

i Design and develop prevention and wellness initiatives. {heaith promotion)

j. Monitor Health Home performance and leads improvement efforts. (care coordination)

CASE MANAGER/HOSPITAL LIAISON: Encourage client towards self-management {i.e. if possible, encourage direct communication between the consumer-
patient/caregiver and primary care provider; meet patients af their fevel in order to prepare them to self-manage their acute and chronic conditions). Enhance
communication and collaboration between clients, professicnals across sites of care, potentially reducing medical errors, missed appointments, and
dissatisfaction with care. Advocate, make phone calls and facilitate connectians when critical need emerges, and coordinate commaunication with key medical
and social services involved with the patient's care upen discharge, when necessary.

1. Maintain good working relationship with medical and psychiatric units {know how to function in varety of medical inpatient cuitures). {comprehensive
transitional care)

2. Engage with the patient upon admission to the hospital. (comprehensive transitional care)
3.  Communicate any noteworthy information back to the inpatient.staff, (comprehensive transitional care)

4. Engage consumer and family in their discharge plan by providing them with resources and taols that enabie them to participate in the formulation of the
transition plan. {individual and family support services)

5. Collaborate with inpatient staff regarding discharge planning {determine the level of improvement and resources necessary for discharge).
{comprehensive transitional care)

6.  Upon hospital discharge (phone calls or heme visit):
- Assist client to identify key questions or cencems.
. Ensure Client:

-Understands Medications and knows how to take as

prescribed

-Has access to a nurse and physician to discuss any

potential side-effects;

-Is knowledgeable about indications if their condition

is warsening and how ta respond;

-Knows how to prevent health problem from bacoming

WOrse;

-Has knowiedge of and transportation to all follow-up

appointments.
. Prepare client for what ta expect if anather level of care site is required (i.e. how to seek immediate care in the setting to which they have transitianed).
- Review with Health Home team transition care goals, relevant transfer informatien (i.e., all scheduled follow-up appointments; any barriers preventing
making appointments); function as resource te team members — to clarify all outstanding questions. (comprehensive transitional care}

7. Establish a plan of retumn to hospital, if clinically appropriate, or if the community transition plan is not working. {comprehensive transitional care)
8.  Ceordinate transportation te drive client home and to ensure they are properly settled i.e. has appropriate food, etc. (comprehensive care management)

9.  Provide advocacy in getting appointment, if necessary, or if to obtain answers needed to manage condition as necessary upon discharge.
{comprehensive transitional care)

CASE MANAGER: The case manager is responsible for the implementation of the care ptan. They provide direct support to the client in and out of the
treatment setting. They are responsible for the following:

. In collaboration with the team physician and nurse, coordinate and schedule medical assessment of client physical health, making appropriate referrals to
community physicians for further assessment and treatment, and coerdinate medical treatment, (care coordination)

- Provide practical help and support, advecacy, coordination, side-by-side individualized support problem solving, direct assistance, helping clients to
obtain medical and dental health care. (individual and family support services)

. Provide nutritional, education and assistance with grecery shopping and food preparation as it relates to an identified medical issue {e.g., diabetes, efc.).
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(individual and family support services)

- Provide health education, caunseling and symptom management challenges to enable client to be knowledgeatle in the prevention and management of
chronic medical iliness, as advised by the client's primary/specialty medical team, (comprehensive care management)

. Collaborate in the treatment process with primary and specialty care providers as required. (care coordination)

- Suppart the client to consistently adhere to their medication regimens {(e.g., phene prompting, M), especially for clients who are unable 1o engage.
(comprehensive care management)

. Accompany clients to and assist them at pharmacies to obtain medications. . Accompany clients to medical appointments, facilitate medical foliow up.
(comprehensive care management)

. Provide education about prescribed medications {a.g. cansistently discussing the purpose of medications, educating through written materials; enlist the
help of other clients, etc.). (heaith promotion)

. Work with inpatient medical services to complete admission and discharge preparation when necessary; ulilize personal health recard to help patient self-
manage; provide coaching/role playing for person’s follow-up appointments. (comprehensive transitional care)

- Provide direct assistance to obtain the necessities of daily life, e.g., legal advocacy for consumers invelved in the criminal justice system; benefits
caunseling (e.g., food stamps, home energy assistance, income tax, transportation, ete.). (comprehensive care managsment)

PHARMACISTS: Healthcare professicnals who focus on safe and effective medication use. They are an integrated member of the health care team directly
involved in patient care. Professional interpretation and communication of this speacialized knowledge to patients, physicians, and other health care providers
are functions which pharmacists provide, and are central to the provision of safe and effective drug therapy. Phammacists are responsible for ordering,
receiving, storing, and providing nursing staff with medication to be administered. They may review patient medication lists for safety and potential
interactions.

There will be three collaborative positions shared across Health Home sites/agencies. These vital roles ensure consistency In implementation at each site and
fidelity to the Health Home model.

The first of these positions is an Administrative Level Coordinater. This person will oversee the implementation of Health Home services at all agencies ang
act as the liaison to the State agencies supporting Health Homes. This Coordinator will participate in team meetings and work with staff to achieve fidelity to
this proposed model. The coordinator witl strategize with teams to encourage client participation, develop wellness programs, identify potential community
partners and assist in outcome evaluation. i
The second shared position is the Health Information Technology Coordinator. The responsibility of the HIT coordinater is to assist programs in the :
enhancement of their EHRs to effectively monitor program outcomes and to connect with the State HIE, or find other means to share meaningful data. Based
an experience from the CMHO Health Home, Rl recognizes the need to establish, with each EHR, a mechanism for tracking Health Home service events. This
will be one of the first tasks of the HIT Coordinator. The HIT coordinator will work effectively with RI's Health Information Exchange — Cumrent Care — to
capitalize on the work that has already been done to include behavioral healthcare information compliant with all confidentiality reguirements. The HIT
coordinator will work effactively with the State Medicaid office and MCOs fo establish linkages for the sharing of outcome data. In addition, the HIT
ceordinator and Adminisirative Level coordinator will continue work begun by BHDDH and SAMHSA to incorporate a-pilot of the ASAM electronic assessment
too! as a standardized assessment in the EHR.

Finally, the State intends to create a position of Heaith Home Training Ceordinatar. Pravision of Health Homes services in an OTP represents ‘a significant
culture shift that will require specific ongoing training to identify and inform current resources and bast-practices in Health Home delivery sysiems. Having a
centralized training coordinator not only makes practical sense, but also promotes consistency. This person will ensure that programs have equal
undersianding of the goals and implementation of a successful Health Home program. The coordination of training will consider all disciplines involved in the
effective detivery of Health Home services.

State oversight of the OTP Health Home program will be the responsibility of the State Opleid Treatment Authority housed at the Department of Behavioral
Healthcare, Developmental Disabilities and Hospitals {BHDDH) and a representative of the State Medicaid Authorily. These individuals will work closely with
the shared coordinators, and leadership of each OTP site to ensure that programs are menitored for process fidelity and outcomes.

Suprportrsr for Health Homes Providers
4

Describe the methods by which the state will support providers of Health Homes services in addressing the foliowing components

1. Pravide quality-driven, cost-effective, culturally appropriate, and person- and family- centered Health Homes services

2. Coordinate and provide access to high quality health care services informed by evidence-based clinical practice guidelines
. Coordinate and provide access 1o preventive and health promotion services, including prevention of mental iliness and substance use disorders
. Coordinate and provide access to mental health and substance abuse services

. Coordinate and provide access to comprehensive care management, care coordination, and transitional care across settings. Transitional care includes
appropriate follow-up from inpatient to ather settings, such as participation in discharge planning and facilitating transfer from a pediatric to an adult
system of health care

. Coordinate and provide access to chronic disease management, including self-management support to individuals and their families
. Coordinate and provide access to individual and family supports, including referral to community, soclal support, and recovery services
. Coordinate and provide access to long-term care supports and services

. Develop a person-centered care plan for each individual that coordinates and integrates all of his or her clinical and non-clinical health-care related needs
and services

[ I S ]

O o~ &

10. Demansirate a capacity fo use health information technology to link services, facilitate communication among team members and between the health
team and individual and family caregivers, and provide feedback to practices, as feasible and appropriate

11, Establish a continuous quality improvement program, and collect and report on data that permits an evaluation of increased coordination of care and
chronic disease management on individual-level clinical outcomes, experience of care cutcomes, and quality of care outcomes at the population level

Description

To facilitate the capacity to use health information technology, BHDDH will actively wark with Health Home providers fo become viewers and data sharing
partners in the State's HIE - Cumrent Care. BHDDH will capitalize on the progress made by our CMHO Health Homes in connecting to the HIE with provisions
for compliance with 42 CFR Part il. A requirement to offer patients enrcliment in the HIE along with an approved authorization te release is contained in Siate
regulation for OTPs. All of our OTPs have EHRs. The State wili coordinate information from the MCOs and Medicaid as has been done with the CMHO
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Health Homes. MCQOs will provide quarterly utilization reports to OTPs along with next day natification of haspitalization. The MCOs will use utilization data
(inpatient admissions, readmissions, ER visits, and Phamacy reports) along with predictive models to identify members with new health risks to share with
OTP Health Homes.

BHDDH will coordinate efforts with OTPs and the Department of Health's Chronic Disease Self-Management program and other DOH related programs that witl
inform the strategies of the initiatives. These relationships were established during the planning process to ensure a holistic approach.

BHDDH will use our Client Information database (RIBHOLD) te provide outcomeftrend data to providers and prevent dual enrellment with other Health Homes
and duplication of services.

OTPs will be supported in transforming into Health Homes through participation in statewide leaming activities, menitoring and technical assistance. BHDGH
will modify its monitoring/evaluation instrument created for CMHO Health Homes for OTPs. This instrument was well received by providers and HH reviewers
as it incorporates seff-assessment with a departmental review of process and individual cases. Use of evidence based practice and provision of culturally
appropriate, quality driven and cost effective services will continue to be a requirement of both licensing and centracts.

BHDDH will provide links to Health Home and Center of Excellence information on its website as a means of communication with providers and others.

Other Heaith Homes Provider Standards
e

The state's requirements and expectations for Health Homes providers are as foliows

OTP HHs must submit signed agreements to BHDDH attesting that the provider agrees to adhere to the requirements set forth in the OTP HH Certification
Agreement. Such agreement describes the QTP HH's care coordination responsibilities, staffing requirements, reporting requirements, and activities related to
collaboration with other healthcare providers.

i an OTP HH provider would {ike to be authorized to receive reimbursement for COE services, the OTP HH provider must submit an application to the State.
The State will assess each COE application according to the Certification Standards for Centers of Excellence. The Cerlification Standards detail the
requirements that the COEs are held to, inciuding, but not limited te the staffing requirements, person-centered approach to care, care ceordination activities,
use of HIT, quality monitoring and reporting, as well as the scope of COE services which include complete biopsychosocial assessments and physical exams;
abserved medication inductions; indivigualized treatment planning; individual and group counseling; randemized toxicology; coordination of care with ather
treatment providers; refemal for services not provided at the COE ar to higher levels of care; case management to address other support service needs;
wellness promotion activities; continued provision of outpatient clinical and recovery support services to individuals successfully transferred to the community;
consultation and support to community buprenorphine physicians; discharge planning; readmission and re-stabilization of individuals whe have relapsed or are
expenencing crisis. The Certification Standards for Centers of Excellence are avaifable at the following link:

http:/ftestweb. bhddh.d.goviquick_links/excellence.php

Name Date Created Type

No items available

PRA Disclosure Statemant. According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid
OMB control number, The valid OMB control numberfor this information cellection is 0938-1188. The time-raquired to complete this information coliection is estimated to
average 40 hours per response, including the time to review instructions, search existing data resources, gatherthe data needed, and cemplate and review the
information collection. If you have comments concerning the accuracy cof the lime estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security
Boulevard, Attn; PRA Reports Glearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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ldentify the service delivery system(s) that will be used for individuals receiving Health Homes services

# Fee for Sewice
¥ PCCM

The PCCMs will be a Designated Provider or part of
a Team of Health Care Professionals

i Yes
= No

¥ Risk Based Managed Care

The Health Plans witl be a Designated Provider or
part of a Team of Health Care Professicnals

# Yas
* No

# The State provides assurance that it wili not duplicate payment batween
its Health Home payments and PCCM payments.

Provide a summary of the cohtract language that you will impose on the
Health Plans in order io deliver the Health Homaes services

For OTP HH, the language included in the contract between EOHHS and the
MCOQOs addresses the goals of the program, patient eligibility, provider
eligibifity, descriptions of core functions and responsibilities of OTP HH
providers, assessment and reporting requirements, OTP HH team
composition and staffing levels, descriptions of services provided by OTP
HHs, and MCO responsibilities. MCO responsibilities include contracting with
OTP HH 1o serve their members, coordinating care with the member's use of
other MCO covered services, refening other MCO members who meet the
enraliment criteria to OTP Health Homes, praviding OTP HH with reporting to
facilitate the coordination of medical and hehavioral health care, use
utifization data (inpatient admissions, readmissions, ER visits, and Pharmacy
reports) along with predictive models to identify members with new health
risks to share with OTP Health Homes, oversight to ensure contract
requirements are being met, assist the OTP HHs with identifying necessary
compenents of metric reporting, adhere to the reporting date requirements
hased on a reperting calendar, adhere to coniinuity of care requirements,
including maintenance of relationships between members and treating
providers (incfuding beneficiaries transitioning into the managed care
organizaticn), holding the member harmless, and ensure that the OTP HH are
submitting HIPAA compliant claims data for services delivered under the OTP
HH.

For MCO enrollees active with OTP Health Homes, the MCQO will leverage the
care management provided at the Health Home and Wil not duplicate
services. The MCO will work collaboratively with Health Homes to ensure all
the metmber's needs are met.

For clients enrolled in OTP Health Homes, the OTP is the lead provider for alt
care coordination/care management services. To facilitate collaboration, both
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the OTP and the MCO will be provided with necessary data from the
Department.

On a quartery basis, the Department will provide the MCO with a list of their
enrolled members in OTP Health Hemes. The format for this file will be
agreed upon betwean the MCO and EOHHS. MCOs store this informatien in
a central database that can be accessed by all relevant staff. On an interim
basis, OTP Health Homes will inform the MCO directly of any new HH
enrollees/disenrollees.

Waesekly, the MCO will send the OTP Health Home a health utilization profile
for the most recent twelve-month period, for every new member of the OTP
Health Home Program. The format and transmission method for this health
utilization profile will be mutually agreed upon by the OTP Heaith Home and
the MCO, The elements of the health utilization profile wil include, but will
not be limited to, physician office visits {primary care and specialty),
prescriptions, emergency room (ER) visits, and inpatient stays.

Tha OTP Health Home will provide the MCO with a high-level summary of the
care plan, in a format agreed upen by the Health Home and the MCO.

The MCO will inform the OTP Health Home of all inpatient admissions prior to
discharge, and will engage the OTP in a collaborative discharge planning
process, whenever possible. Upon discharge, the OTP Health Home will
contact the member to ensure all appropriate services and supports are in
place to prevent future hospitalization. The OTP will coordinate with the MCO
to obtain any necessary authorizations for in-plan services, as appropriate.

«. The State provides assurance that any contract requirements specified in
this section will be included in any new cor the next contract amendment
submitted to CMS far review.

Name Date Created Type
No items available

The State intends to include the Health Home payments in the Health
Plan capitation rate

£ Yes

. No

Assurances ¢ The State provides an assurance that at least
annually, it will submit to the regional office as part of
their capitated rate Actuaral ceriification a separate
Health Homes section which outlines the following:

= Any program changes based on the inclusion of
Health Homes services in the health plan benefits

= Estimates of, or actual (base) costs ta provide
Health Homes services (including detailed a
description of the data used for the cost
estimates)

= Assumptions on the expected utilization of Health
Homes services and number of efigible
beneficiaries (including detaited description of the
data used for utifization estimates)

» Any risk adjustments made by plan that may be
different than overal risk adjustments

» How the final capitation amount is determined in
either a percent of the total capitation or an actual
PMPM

. The State provides assurance that it will design a
reporting system/mechanism to monitor the use of
Health Homes services by the plan ensuring
appropriate decumentation of use of services

< The State provides assurance that it will complete
an annual assessment to determine if the payments
delivered were sufficient to cover the costs to deliver
the Heaith Homes services and provide for adjustments
in the rates to compensate for any differences found

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1985, no persons are required to respond o a coliection of information unless it displays a valid
OMB confrol number. The valid CMB control number for this information collection is 0338-1188. The time reguired fo complete this information collection is estimated to
average 40 hours per response, including the time to review Instructions, search existing data resources, gather the data needed, and complete and review the
information collection, if you have comments concering the accuracy of the fime estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security
Boulevard, Atin: PRA Reports Clearance Officer, Mait Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Payment Methodology

+i-

The State's Health Homes payment methodology will contain the following features
" Fee for Service

. PCCM ({description included in Service Delivery section)

¥ Risk Based Managed Care (description included in Service Belivery section)

¥ Alternative medels of payment, other than Fee for Service or PMPM

payments {describe below)

Describe any
variations in
payment based on
provider
qualifications,
individual care
needs, or the
intensity of the
sefvices provided

+ Tiered Rates based on

Severity of each individual's chrenic conditions

#. Capabilities of the team of health care
professionals, designated provider, or health team

" Other

There is no variation in payment far OTP HH.

CEOs will be certified at two leveis to ensure timely
access to MAT services. Level 1 providers are those
that have the ability to meet the requirement of
admitting all individuals within twenty-four (24) hours of
referral. Level 2 providers are those that have the
abllity to meet the requirement to admit all patients
within forty-eight (48) hours Saturday through Thursday
and within seventy-two (72} hours for referrals made on
Friday. Level 1 providers will receive an enhanced rate
for induction to support the requirement of having
physician availability seven (7} days per week. Level 1
providers will receive a payment of $600 and Level 2
providers will receive a payment of $400 for inductian,
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Provide a comprehensive description of the policies the state will use to
establish Health Homes alternative models of payment. Explain how the
methodology 1s consistent with the goals of efficiency, economy and
quality of care. Within your description, please explain the nature of the
payment, the activities and associated costs or other relevant factors
used to determine the payment amount, any limiting criteria used to
determine if a provider is eligible to receive the payment, and the
frequency and timing through which the Medicaid agency will distribute
the payments to providers.

The Health Home payment is a weekly, bundled rate per patient. The OTP
provider initiates a claim for the weekly rate, using a new procedure code for
Health Home services. The provider may make a weekly claim using the
Health Home code for a patient who recelves an average of one encounter per
week in one month. Encounters will be recorded in fifteen minute increments
and providers will be reguired to submit monthly encounter data to BHDDH,
Effective July 1, 2016, OTP HH services and the related methadone
treatment costs will be an In-Plan benefit for alt product lines and the OTP HH
weekly rate will be $53.50. This rate does not include the cost of methadone
treatment and is based on the utilization of OTP HH services across all lines
of business.

Effactive July 1, 2016, any OTP HH provider which is certified as a COE will
be able to bill for two new procedure codes; a one-time procedure code for
induction activities at the time of initial enroliment/assessment and thereafter,
a pracedure cade for COE services to be billed weekly until date of discharge
to community, but no longer than six months, The rates are as follows:

- Level 1 COE: $60C.00 One-Time Induction; $125.00 Weekly COE
services

- Level 2 COE: $400.00 One-Time Incuction; $125.00 Weekly COE
selvices

The Induction payment reimburses for the initial assessment process
(complete biopsychosocial assessments, physical examination, observed
medicaticn induction, and initial individualized treatment planning). The
weekly bundled rate accaunts for all COFE services (continued individualized
treatment planning; individual and group counseling; randemized toxicology;
coordination of care with other treatment providers; referral for services not
provided at the COE or to higher levels of care; case management to address
other support service needs; wellness promotion activities; continued
provision of outpatient clinical and recovery support setvices to individuals
successfully transferred to the community; consuliation and support to
community buprenorphine physicians; discharge planning; readmission and
re-stabilizaticn of individuals who have relapsed or are experiencing crisis).
COE rates do not inciude the cost of the medications. Providers will need to
bill for medications separately.

Assurances

Wl

+# The State provides assurance that it will ensure non-duplication of payment for services similar to Health Homes services that are offered/covered under a
different statutory authority, such as 1915(c) waivers or targeted case management.

Describe below There are no 1815(c) waivers in Rl - everything is under 1115 demonstration waiver authority.
how non- EOQHHS and BHDDH will identify clients who receive targeted care management through Ryan White funding and also receiving OTP
duplication of Health Home services and coordinate on a case-by-case basis to eliminate duplication of services.
payment will be EOHHS has included contract language in the OTP provider responsibilities section that OTP HHs are to coordinate with the Integrated
achieved Health Home (IHH) and Assertive Community Treatment (ACT) program to avoid duplication of services. Members can only be enrolled
in one specialized program at a fime and cannot be simultaneously enrclled in ACT, IHH and OTP Health Home.

¥ The State meels the reguirements of 42 CFR Part 447, Subpart A, and sections 1902(a)(4), 1902(a)(8), 1902(a)30)(A), and 1903 with respect to non-
payment for provider-preventable conditions.

> The State provides assurance that all govemmental and private providers are reimbursed according to the same rate schedule, unless otherwise described
abave.

“# The State provides assurance that it shall reimburse providers directly, except when there are employment or centractual arrangements consistent with
section 1802(a){32).

PRA Disciosure Statement: According to the Paperwork Reduction Act of 1995, no persens are required to respond to a collection of information unless it displays a valid
OMB control number. The valid OMB control number for this information cellection is C938-1188. The time required to complete this information collection is estimated fo
average 40 hours per respanse, including the time to review instructions, search existing data resources, gather the data nesded, and compiete and review the
information coflection. if you have comments concerning the accuracy of the time estimate(s} or suggestions for impraving this form, please write to: CMS, 7500 Security
Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Battimore, Maryland 21244-18506.
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Monitoring
+-

Describe the state’s methodology for calculating cost saving (and report cost savings annually in Quality Measure Repari}. Include savings that
result from improved coordination of care and chronic disease management achieved through the Health Homes Program, including data sources
and measurement specifications, as well as any savings associated with dual eligibles, and if Medicare data was available to the state to ufilize in
arriving at its cost-savings estimates

Rhode Island will annually assess cost savings using a pre/post-period comparisen. The assessment will include total Medicaid expenditures for the
intervention group. The data source will be Medicaid claims and the measure will be PMPM Medicald expenditures. Rl has custent Medicaid data on all clients
who received OTP HH services. Rl also distributed a survey to OTP patients which included questions that assess their use of primary care physicians,
specialty care, and Emergency rooms. This survey will be distdbuted again for a pre/pest evaluation.

Describe how the state will use health information technology in providing Health Homes services and to improve service delivery and coordination
across the care continuum {including the use of wireless patient technology to improve coordination and management of care and patient
adherence to recommendations made by their provider)

BHDDH will actively wark with Health Home providers, and spacifically with the HIT coordinater, to increase use of the State's HIE - CumrentCare. BHDDH willl
capitalize on the progress made by our CMHO Health Homes in connecting to the HIE with provisions for compliance with 42 CFR Part |I. Participation in the
HIE means that programs will hiave ready access to health care information from other sources such as PCPs, hospitals, phamacies and labs. While OTPs
are required to access information through the State's Prescription Monitoring Program, not all prescription information is contained there {only certain
schedules). Participation alse meang that OTPs can share information (with client consent) so that other providers are aware of a client's participation in an
QOTP along with other relevant treatment information.

Information from MCOs and Medicaid will be provided to OTPs in routine reporting. MCOs wilt previde quarterly utilization reports along with next day
notification of hospitalization, This wil! help OTPs effectively transition their patients and provide seamless care.

BHDDH will cocrdinate efforts with OTPs and the Department of Health's Chronic Disease Self Management pragram. Clients can be referred to these
programs through email and tracked for follow through by DOH, with a report back to the refeming provider.

BHODH will use the RIBHOLD system to provide outcome/trend data to providers and prevent dual enroliment with other Health Homes.

OTPs will be supparted in transforming into Health Homes through participation in statewide leaming activities, manitoring and technical assistance.
Physicians wilt have the opportunity to participate in DOH's Grand Rounds.

BHDDH will provide links to Health Home information on its website as a means of communication with providers and others.

OTPs wili wark with the HIT ccordinatar to develop systems for effective communication with patients such as texting, use of social media, twitter, and email
alerts,
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¥ The state provides assurance that all Health Homes providers report 1o the state on all applicable quality measures as a condition of receiving payment
from the state

# The state provides assurance that it will identify measureable goals for its Health Homes model and intervention and also identify quality measures related
to each goal to measure its success in achieving the goals

+ The state provides assurance that it will report to CMS information submitted by Health Homes providers to inform evaluations, as well as Reports to
Congress as described in Section 2703(b) of the Affordable Care Act and as described by CMS

# The state provides assurance that it will track avoidable hospital readmissions and report annually in the Quality Measures report

Go to HHAOM Reports

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid
OMB control number, The valid OMB control number for this information coliection is 0938-1188. The time required to complete this information coliection is estimated to
average 40 hours per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the
information collection. if you have somments concerming the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security
Boulevard, Attn: PRA Reparts Glearance Officer, Mail Stop C4-26-05, Ballimore, Maryland 21244-1850.
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